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HE subject of retinal detachment and its 
operative treatment has continued to hold 
the center of interest in the ophthalmological 
literature of the past two years and some definite 
progress relating to the etiology, pathology, and 
successful operative treatment of the condition 


has been recorded. Innumerable papers on the 
subject have been read and published, and an 
important symposium dealing with its various 
phases occupied the attention of the International 
Ophthalmological Congress in 1933. Of this volu- 
minous literature, an attempt will be made to give 
arésumé of only the more significant contributions. 


HISTORY 


According to Vogt (101), the first to see a reti- 
nal tear in a case of detachment was Coccius (13) 
in 1853. In 1858, von Graefe (35) observed such 
a tear and attributed it to the healing process. 
De Wecker (21), in 1870, was the first to consider 
the retinal tear as the cause of the detachment, a 
view popularized by Leber (58) in 1882. 

Ignipuncture was used in the treatment of the 
condition as early as 1881 by Martin (65), 
de Wecker (22), and de Luca (19). Schoeler (81) 
w38 the first to suggest the site of the tear as the 
logical place for the beginning of the detachment 
and the site for operative interference (1889). 
Deutschmann (20), in 1896, was the first to use 
ignipuncture at the site of the tear, but employed 
itin only 1 case. The first to use the method sys- 
tematically and successfully was Galezowski (26) 
who in 1902-03 aspirated the subretinal fluid and 


used the galvanocautery upon the ruptured por- 
tion of the retina and the underlying choroid, 
obtaining good results especially in the more re- 
cent cases. However, in spite of this pioneer work 
all treatment of retinal detachments (and there 
were countless methods) was generally regarded 
as hopeless, and it remained for Gonin (29) to 
make the most significant contribution to oph- 
thalmology in the last fifteen years by devising a 
means of treating cases of retinal detachment 
successfully and popularizing the method which 
was subsequently to be adopted, adapted, and 
modified by ophthalmic surgeons throughout the 
world. Gonin’s first operation was performed in 
1916 (g), but it was not until some years later— 
after Gonin had reported at the International 
Congress in 1929 a large series of cases in which 
it had been used—that the method began to be 
widely employed by others. 

Following the principles of Gonin but attempt- 
ing to improve upon the method, various workers 
have devised other procedures for closure of the 
hole and cure of the detachment. Guist (37), in 
1931, suggested the chemical method in which 
potassium hydroxide is introduced through tre- 
phine openings in the sclera. This procedure was 
modified by Lindner (59) who made fewer tre- 
phine openings and undermined the choroid. 
Weve (108), Larsson (57), and Safar (78) at about 
the same time began the use of diathermy. Modi- 
fications and newer developments in these meth- 
ods with the present trend toward treatment by 
electrocoagulation will be considered in detail. 
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ETIOLOGY AND PATHOGENESIS 


In 425 cases of retinal detachment studied at 
the Royal London Ophthalmic Hospital by Shap- 
land (88) the ages of the patients varied from 
eight to eighty-five years. The average age was 
forty-two and eight-tenths years. Sixty-one per 
cent of the patients were males and 62.3 per cent 
were myopic. In 21.9 per cent of the latter the 
myopia was over 10 diopters. There was a history 
of trauma in 43.9 per cent of the emmetropic eyes 
but in only 15.5 per cent of the myopic eyes with 
detachment. In a series of 150 cases reported by 
Dunnington and Macnie (23) the average age was 
thirty-nine and eight-tenths years and 64 per cent 
of the patients were males. Trauma was a definite 
factor in 30 per cent and a probable factor in 41.3 
per cent of the cases. Trauma as a factor in the 
production of detachment may have a medi- 
colegal significance, as brought out by Jeandelize 
and Baudot (45) whose opinion was accepted by 
the courts in 3 cases. The lapse of time between 
the trauma and the detachment is extremely 
variable. 

The exact production of the retinal detachment 
(or, more properly, retinal separation, since the 
nervous layers are separated by the subretinal 
fluid from the pigment epithelium of the retina 
which remains adherent to the choroid) is still 
undetermined although most ophthalmologists 
adhere to Gonin’s elaboration of Leber’s theory. 
The mechanism of detachments resulting from 
such causes as choroiditis, choroidal tumor, reti- 
nitis proliferans, and albuminuric retinitis is fairly 
clear, but with regard to the mechanism of the 
so-called “idiopathic detachments” which are 
frequently (but not always) found in association 
with such factors as high myopia and trauma, 
there are in general two schools of thought. Sour- 
dille believes that the pathological process lies 
chiefly in the choriocapillaris of the choroid, being 
a vascular disturbance causing separation of the 
adjacent retina with the accumulation of fluid in 
the artificially created space. According to this 
theory, tears or holes in the retina are the result, 
not the cause, of the detachment. However, the 
majority of ophthalmologists adhere to the theory 
of Gonin which is based upon Leber’s conception 
of the retinal tear as the cause of the detachment. 
According to Gonin, there is first a partial lique- 
faction of the vitreous with retraction. Sharp, 
abrupt movements of the eye may result in a 
sudden pull on the thinned, friable retina which 
has become adherent, on the one hand, to the 
vitreous by strands attached to the internal limit- 
ing membrane of the retina and, on the other 
hand, to the choroid as the result of a previous 


inflammatory process. This pull causes a tear in 
the retina. Through the hole then passes the 
liquid vitreous, lifting the retina away from the 
choroid and producing the clinical entity of retinal 
detachment. According to this conception <e- 
tachment will not occur unless a tear has been 


-produced in the manner described, and as long as 


the tear is present the detachment remains. Cys- 
tic degeneration and other changes in the retina 
may predispose to the production of the tear. 
Lindner (62) states that detachment never occurs 
when the vitreous is normal. He believes that 
shrinking of the vitreous occurs after the tear but 
is not the cause of the detachment. 

Lindner (63) has attempted to prove Leber’s 
theory of the pathogenesis of detachment by me- 
chanical means. He has constructed a model ret- 
ina, using a round glass flask and coating its inte- 
rior with a layer of celloidan containing enough 
aluminum powder to render it more visible and 
somewhat adherent. If, after the production of 
an artificial hole with a protruding flap, the flask 
is rotated, a detachment soon occurs. When the 
rotation is stopped the detachment tends to flat- 
ten out. In the eye, contraction of the vitreous 
producing a buckling of the retina prevents return 
to the normal on immobilization. Another model 
demonstrates the formation of the tear. A mix- 
ture of gelatin and glycerin is placed in a flask. A 
jerking motion around the center results in the 
formation of tears of various shapes. These mod- 
els are used by Lindner to demonstrate to patients 
the production of the tear and detachment. 

Velhagen (99) reports a case in which, after two 
operations performed unsuccessfully in the absence 
of a demonstrable tear, a tear was found and its 
closure resulted in cure. He thinks that this case 
tends to bear out Gonin’s conception. 

Arruga (5) believes that in the great majority 
of cases of idiopathic detachment the cause lies in 
pathological changes in the retina itself, and that 
a healthy retina never becomes detached, even if 
it tears. These pathological changes may be in- 
duced by old age, myopia, and “stealthy” cho- 
rioretinal inflammation. The pathogenesis of the 
tear is mechanical, being due to a blow, marked 
vibration, or possibly violent motion of the eye- 
ball. Once the vitreous has penetrated under the 
retina there is an exudation from the irritated 
choroid. 

Bartels (8) believes that a tear is not essential 
for the development of detachment. He reports 
twocases with large recent tears in which examina- 
tion revealed a stretched tight membrane repre- 
senting the external leaf of the retina split length- 
wise along the internuclear layer and a small 
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opening in the latter through which the choroid 
was visible. He attributes such splitting to cystic 
degeneration of the retina, and detachment to pri- 
mary disease of the retina. Abadia (1) considers 
the formation of a tear and the ingress of vitreous 
significant only in exceptional cases. 

In an attempt to refute the ideas of Gonin and 
Lindner as to the rédle of the tear in detachment, 
Kapuscinski (47) states that slit-lamp studies in 
aphakic eyes show that the outer layers of the 
vitreous (hyaloid membrane?) do not undergo the 
same movements as the inner parts of the vitre- 
ous; nystagmic eyes are not especially prone to 
detachments; and tears occur independently of 
detachments. He believes that if the vitreous is 
normal a detachment is impossible. 

Sabbadini (77) investigated 130 cases for evi- 
dence of a predisposing cause. In 35 cases tuber- 
culosis was present; in 30, syphilis; and in the 
remainder, arteriosclerosis, cardiorenal disease, or 
diabetes. Sabbadini concluded that the ocular 
localization leading to the detachment is a meta- 
static deposit. He believes that the so-called 


myopic changes accompanying detachment in 
highly myopic individuals are merely tuberculous 
or syphilitic foci of uveitis. 

Horniker (41) found evidence of vasomotor neu- 
rosis (punctate opacities of the lens and degenera- 


tive changes in the corneal endothelium) in 17 
patients with idiopathic detachment. He thinks 
that the functional anomalies of the capillaries 
may be the basis of the cystic degeneration of the 
retina preceding the tear formation. In the cases 
he studied the arterial tension was relatively low. 

Gallois (27) points out the necessity of medical 
treatment as surgical cures are greatly dependent 
on elimination of the underlying cause, which may 
be syphilis, tuberculosis, or an endocrine disturb- 
ance affecting the choroid and retina. 


PATHOLOGY 


The retinal tear. Despite differences of opinion 
as to the causation of the detachment and the 
relative importance of the tear, the majority of 
ophthalmologists still seem to believe that exact 
localization of the tear and its closure, as advo- 
cated by Gonin, are essential to the success of 
operative intervention. The greater the care em- 
ployed and the more painstaking the investiga- 
tion the higher the percentage of cases in which 
retinal rents will be found. Gonin (31) states that 
many men have reported finding tears in as high 
as go per cent of their cases. He says that it is 
unthinkable that the tear should be the result 
rather than a cause of detachment. The tears are 
observed most frequently in recent rather than in 


old detachments and may be seen even before the 
detachment has taken place. On the other hand, 
detachments due to tumors and the retinitis of 
pregnancy usually show no tears. As final proof 
of his theory Gonin cites the cure of detachment 
by operative sealing of the hole. 

Shapland (88) reports finding one or more holes 
in 76.2 per cent of his large series of 425 cases. In 
go.4 per cent the holes were in front of the equator 
and in 23.8 per cent they were multiple. There 
were 115 examples of round holes, 113 cases of 
disinsertion or anterior retinal dialysis, 105 arrow- 
shaped tears, 20 radial slit-like tears, and 19 irreg- 
ular rents. The temporal half of the globe was the 
site of 79.6 per cent of the tears. Arruga (3) at 
first found tears in about half his cases. With 
greater experience he now finds them in go per 
cent. Dunnington and Macnie (23) found holes 
in 56 per cent of a series of 155 eyes with de- 
tachment; but had about equally good postopera- 
tive results in the cases without demonstrable 
tear when operation was performed by the Guist 
or diathermy methods. 

To denote detachment of the retina at the ora 
serrata, sometimes called ‘‘disinsertion,’’ Ander- 
son (2) uses the term “anterior retinal dialysis.” 
He believes that the detachment is usually behind, 
rather than at, the ora serrata. The condition 
occurs most frequently in the inferior temporal 
quadrant, probably because of greater exposure to 
trauma at that region together with the more fre- 
quent occurrence there of cystoid degeneration 
leading to the formation of rents. Young males 
are most subject to this type. Myopia does not 
seem to play a rdéle. 

According to von Roetth (75), retinal tears may 
be caused by: (a) degeneration of the retina; (b) 
liquefaction of the vitreous; or (c) detachment of 
the vitreous in the form of a “vitreous ring.”’ De- 
tachment of the vitreous in the form of a vitreous 
ring was found in 9 of 19 cases. Detachments of 
the vitreous, but not of the retina, were found in 
2 of 55 myopic eyes. Of the total number of cases 
of detachment, the tear was in the temporal por- 
tion of the retina in 75 per cent. This is explained 
by the fact that this portion receives less nourish- 
ment than the other portions because it is farther 
from the central arteries. 

Vogt (104) reports 3 cases of retinal tear in the 
lower part of the retina which remained latent 
nine months, from three to four years, and eleven 
months respectively before detachment occurred. 
In 2 other cases with tears the lid became de- 
tached and floated freely in the vitreous without 
the occurrence of detachment. No cystoid changes 
in the lids could be observed with red-free light. 
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Vogt believes that in such cases operation should 
not be performed until detachment has taken 
place. 

Ferrer (25) favors Sourdille’s method of operat- 
ing and feels that there is no advantage in wasting 
time looking for the retinal tear. 

Localization of the tear. Since Gonin and his fol- 
lowers premise their theory of cure upon sealing 
of the tear by the production of an adhesive cho- 
roiditis, accurate localization of the rent becomes 
essential, particularly in the original ignipuncture 
method. Gonin (31) still adheres to his original 
method of localization by direct ophthalmoscopy 
and estimation of the distance of the tear from the 
ora serrata, marking the meridians with India ink 
and using a guiding silk thread at operation, a 
procedure followed by Shapland (88). Many com- 
plicated localizing instruments were devised in the 
past. The Guist ‘‘schema”’ and localizing appara- 
tus is advocated by McKeown (67). Barkan, 
Smith, and Boyle (7) use the Gonin method of 
localization, but place a small bit of paper in the 
center of the butynized cornea and use this point 
to assist in the determination of the exact meridian. 

Stine (94) has prepared elaborate tables for ac- 
curate localization by using an anatomical eye 
with average measurements on which the limbus 
distances along the retinal and scleral arcs and the 
scleral chord are determined by mathematical cal- 
culations. In these tables he has eliminated some 
of the errors occurring in previous tables. Correc- 
tions for the angle alpha are calculated not only 
for the retina in its normal position but also for 
detachment in each of the four quadrants. A hand 
perimeter is used and the position of the tear 
determined with the aid of the ophthalmoscope. 

Schoenberg (83) advises that the location, size, 
and character of the tear be indicated on a dia- 
gram of the fundus. Pavia (68) localizes certain 
tears by a series of photographs. 

Arruga (4) emphasizes the importance of perse- 
verance in searching for the tear. He states that 
a strong light is essential; indirect ophthalmos- 
copy may be of aid; and rest in bed usually helps. 
Difficulties in finding the lesion may be due tosmall 
size of the tear, opacities of the media, confusion 
with hemorrhages, or location of the tear in 
retinal folds or in the anterior periphery. 

The subretinal fluid. Magitot (64) has attempted 
to settle the dispute as to the origin of the sub- 
retinal fluid by examining this fluid in a series of 
cases. The albumin content was found to be 
rather high. It was highest in long-standing 
cases, in some of which it was greater than that 
of the blood serum. The amount of dextrose 
varied widely, relatively little being found when 


the glycolytic function of the retina was pre- 
served (possibly of prognostic importance as to 
the return of retinal function). The chemica] 
composition of the subretinal fluid resembles that 
of an exudate, but as the subretinal fluid at times 
contains more albumin and sugar than the blocd, 
it is not a simple exudate. Magitot thinks that 
the origin of the fluid must be in the retina and 
not in the choroid nor in the vitreous. Jasinski 
(43) also examined the subretinal fluid chemically 
and microscopically and concluded that it is not 
of an inflammatory nature. 

Sondermann (89) attempts to refute Lobeck’s 
theory that the subretinal fluid passing through 
the tear is absorbed by the choroid, this account- 
ing for the low intra-ocular tension. 

Sedan (86) believes that the prognosis aiter 
electrocoagulation is favorable if the subretinal 
fluid escapes under the conjunctiva with the pro- 
duction of an area of subconjunctival edema. He 
thinks that the subretinal fluid may be under in- 
creased pressure which perhaps influences the 
spread of the detachment. 

The vitreous. Caramazza (10) studied the vitre- 
ous in 18 cases before and after operation. While 
vitreous changes are constant, operative interifer- 
ence does not seem to alter the biomicroscopic 
picture. Fluidification, microfibril degeneration, 
striate opacities, and fine pigmented granules were 
noted, but found also in the eye without detach- 
ment. The presence of fine pigmented epithelial 
elements seemed to be secondary to detachment. 


EXPERIMENTAL DETACHMENT OF THE RETINA 


In experiments on rabbits’ eyes Castroviejo (12 
succeeded in producing artificial retinal detach- 
ments with all the characteristic clinical findings 
of idiopathic detachment in human eyes. Aiter 
incision of the sclera, choroid, and retina, 0.5 c.cm. 
of vitreous was removed with a blunt hypodermic 
syringe and re-injected between the sclera and 
choroid. At the end of four months no sponta- 
neous cure of the detachment was observed. After 
tying a ligature around the optic nerve of rabbits, 
Weiss and Evans (107) observed the immediate 
occurrence of detachment of the retina with 
marked edema of the disc and forward extension 
of the retina by about 12 diopters. Dejean (18 
states that it is generally not feasible to cause 
retinal detachment in living animals by smal] in- 
cisions, but that if a large incision is made and a 
large amount of vitreous escapes the retina be- 
comes folded and detached as a result of the 
hypotony. 

Attempting to produce retinal tears in the eyes 
of healthy rabbits by introducing a cannula anc 
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aspirating a small piece of retina and a small 
amount of vitreous, Hagedoorn (39) was success- 
ful in 3 cases, but in none of these did detachment 
result. 

In experiments with diathermy carried out on 
the eyes of rabbits by von Szily and Machemer 
(95), degenerations, hemorrhages, tears, and de- 
tachments of the retina occasionally resulted. 
Weak galvanic currents were passed through the 
coats of the eye with a bipolar instrument. Cor- 
rect dosage resulted in re-attachment of the ret- 
ina. Currents of from 2 to 20 ma. applied for from 
five to twenty seconds to the eyes of 40 rabbits 
produced no tears outside the treated area and 
no severe complications. 

In eyes of rabbits treated by coagulation of the 
scleral surface, Cordero (17) found a severe reac- 
tion throughout the eye. Following perforating 
coagulation with only a small dose, new connec- 
tive tissue was seen after from eight to ten days. 
Cordero therefore concluded that perforating co- 
agulation is much safer than surface coagulation. 


ANATOMICAL EXAMINATION 


In the eye of a twenty-two-year-old patient 
with recurring detachment healed for a time with 
the cautery, Takamatsu (96) found on histological 
examination a new formation of connective tissue 
between the rods and cones and the pigment epi- 
thelial cells, the result of a tuberculous process. 
He states that the retina may be detached from 
the traction of such newlyformed tissue on the 
outer side of the retina just as a similar detach- 
ment is thought to occur from the contraction of 
connective tissue on the vitreous side of the retina. 

Sourdille (go) describes in detail the histopatho- 
logical findings in two eyes with recent detachment. 
These eyes showed liquefaction of the vitreous, 
extreme atrophy of the anterior third of the retina 
with multiple retinal tears, edema of the posterior 
two-thirds of the retina, and alterations of the 
choroid, partly atrophy and partly intense con- 
gestion. In Sourdille’s opinion these changes in- 
dicate that the retinal lesion is the essential lesion, 
the choroidal lesion is a preparatory change, and 
the vitreous changes are secondary and accessory. 

Stallard (92) reports the histological examina- 
tion of the eye of a patient successfully operated 
on by the Larsson diathermy method who died of 
an extensive pulmonary thrombosis nineteen days 
after the operation. He found a localized uveitis 
with buds of granulation tissue herniating through 
Bruch’s membrane. These contained fibroblasts, 
the precursors of fibrous tissue. Stallard states 
that chorioretinal fibrous adhesions eventually 
cause repair. From the specimen described he 
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adduces that diathermy near the ora serrata may 
cause cyclitis and remote effects from fibrous tis- 
sue formed in the circumlental space. Similar 
findings were made by Kurz (56) in two eyes stud- 
ied three and a half years and three months re- 
spectively after ignipuncture. The first eye was 
enucleated because of progressive atrophy, and 
the second because of a choroidal sarcoma. Nu- 
merous scar-tissue bands extended from the cau- 
terized area radially into the vitreous. In the 
second eye the bands reached the ciliary processes 
and posterior lens surface. Kurz says that later 
contraction of these bands may result in second- 
ary detachment of the retina. 

In an eye enucleated three weeks after electro- 
coagulation for detachment, Kronfeld (55) found 
sequele of inflammatory or senile degenerative 
processes in the retina and choroid such that tears 
had, or easily could have been formed. He found no 
evidence to support Leber’s theory of preretinitis. 


RETINAL DETACHMENT IN PREGNANCY AND 
RETINITIS 


The tendency toward edema of the retina in the 
toxemias of pregnancy is well known. Jaffe (42) 
believes that retinal detachment may occur as a 
part of the picture of edema involving especially 
the brain, liver, and kidneys. Most cases become 
cured spontaneously. The prognosis for vision 
depends on the changes left by the retinitis and 
papillitis. 

Pavia (69) reports a case of retinal detachment 
due to diabetic retinitis in which operation was 
followed by some improvement in vision. 


TREATMENT 


The Gonin ignipuncture. The original Gonin 
operation (32) consists in accurate localization of 
the tear on the surface of the globe, reflection of 
the conjunctiva, incision with a Graefe knife to 
remove the subretinal fluid, and the introduction 
of the hot Pacquelin cautery into the opening for 
a distance of from 3 to 5 mm. from the outer sur- 
face of the sclera for one or two seconds (54). This 
procedure is still employed by some. Gonin (31) 
claims that the galvanocautery used by Vogt and 
others in place of the Pacquelin cautery has no 
advantage over the latter. It loses its heat more 
rapidly and its action is slower; therefore it must 
be left in the eyeball much longer. However, the 
sharp-pointed galvanocautery has the advantage 
of permitting several punctures at one sitting, 
whereas with the Pacquelin cautery two punctures 
are the maximum. 

The disadvantages of the method, according to 
Gonin, are the risk of abundant hemorrhage into 
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the vitreous, either at the time of the operation or 
later, and the difficulty of making a series of appli- 
cations at one sitting. To these may be added the 
necessity for accurate localization of the hole. 
Most ophthalmologists feel that this operation 
should not be performed in cases in which no 
tear is found. There is further the possibility of 
secondary tears (54), shrinkage of the retina, and 
faulty re-attachment. 

Anderson (2) has used the Gonin method suc- 
cessfully for anterior retinal dialysis (disinsertion). 

For cases with large or multiple tears, Terrien, 
Veil, and Dollfus (97) have slightly modified the 
ignipuncture method first advocated by Paufique. 
After careful localization and the pre-operative 
use of calcium because of the tendency toward 
hemorrhage, incisions are made through the 
sclera in the region of the tear with the Graefe 
knife and the choroid and sclera are separated 
with the spatula. The cautery is inserted cold 
into each incision, turned on for a second or two, 
and then removed. In conclusion, one or two punc- 
tures are made with the cautery to release the 
subretinal fluid, the procedure thus differing from 
the technique of Paufique who punctured before 
cauterizing. 

The Sourdille method. The school of thought of 
which Sourdille is the leading exponent accepts 
the retinal tear only as a result of the detachment 
and therefore refuses to consider its closure as be- 
ing of any importance in the cure of the condition. 
According to Schoenberg (82), the object of the 
Sourdille method is to evacuate the fluid as com- 
pletely as possible and cause a reaction in the 
choroid which should result in adhesion between 
the choroid and the retina. Removal of the sub- 
retinal fluid is accomplished with the Graefe knife 
or cautery, or both. The number of punctures 
varies up to four in total detachments. At the con- 
clusion of the operation a few minims of a 1:1,000 
solution of mercury oxycyanate are injected under 
the conjunctiva in the punctured area and abso- 
lute rest for from fifteen to twenty-one days is 
prescribed. In some cases several repetitions of 
the treatment may be necessary. The originator 
reported good results in 79 of 170 cases in which 
this method was used. 

The Guist operation. Feeling the limitations of 
the Gonin ignipuncture, especially in cases of large 
detachments, cases of large tears, and cases in 
which no tear could be found, Guist (38) intro- 
duced the chemical cautery method. In this pro- 
cedure as many as from 18 to 20 trephine openings 
are made in the sclera, potassium hydroxide is 
applied to the choroid to produce an adhesive 
choroiditis, and the subretinal fluid is evacuated. 
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The excess potassium hydroxide is neutralized 
with 0.5 per cent acetic acid solution. Less ac- 
curacy in the localization of the tear is necessary 
than in the use of the Gonin ignipuncture as a 
larger area including the tear can be treated. The 
chief disadvantages of the procedure are its tech- 
nical difficulty and long duration. 

McKeown (67) states that although Gonin, 
Vogt, and a few others have claimed an incidence 
of cure as high as 50 per cent from the use of the 
ignipuncture method, inquiries made of 20 oph- 
thalmologists in America and ophthalmologists in 
three European clinics reveal that, in their hands 
the Gonin method has resulted in cure in not more 
than from to to 15 per cent of cases. McKeown 
favors the Guist method, with which he obtained 
a cure in 6 and improvement in 3 of 12 cases. He 
attributes the better results of this method to the 
larger area treated. Penichet (70) recommends 
the Guist method especially for cases with degen- 
erative myopic changes and those with choroiditis, 
lues, tuberculosis, or aphakia. He uses Green's 
automatic trephine and the Adelman glass rods 
dipped in caustic. The latter have cork handles 
to facilitate handling. Arruga (3) has modified 
the Guist method by using a 5 per cent solution of 
potassium hydroxide which does not require neu- 
tralization with acetic acid. 

Lindner (60) has made an important modifica- 
tion of the Guist method to be applied particu- 
larly to macular detachments. The lateral rectus 
is severed (and sutured after the operation), the 
sclera cut 24 mm. behind the limbus with a lan- 
cet, the choroid exposed and separated from the 
sclera with a graduated spatula, and the interven- 
ing space treated with potassium hydroxide. 
Trephine openings are then made anteriorly, the 
choroid is undermined, and potassium hydroxide 
is again injected. With the use of this “undermin- 
ing method” fewer trephine openings are neces- 
sary for the treatment of a larger area. In a case 
of macular hole, vision improved from hand move- 
ments to 6/8 with telescopic spectacles and the 
hole was closed with only the slightest residual 
central scotoma. For the ordinary detachment 
3 per cent potassium hydroxide is used, but for 
macular holes from 1/100 to 1/25 c.cm. of a 6 per 
cent solution is injected. 

The diathermy method. The operative method 
now receiving the widest attention is electrocoagu- 
lation. This may be said to offer the advantages 
of the Guist method (the production of a large 
area of adhesive choroiditis, which requires less 
exact localization of the hole) without the techni- 
cal difficulties and tediousness of chemical cau- 
terization. Larsson applies diathermy without 
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perforation over the detached area and at the 
conclusion of the procedure allows the subretinal 
fluid to escape through a trephine hole. Weve 
encircles the tear with a number of perforations 
made with a fine conical diathermy needle reach- 
ing the retina and from 4o to 50 ma. of current 
turned on for one second at each entrance. Safar 
(79), working independently, devised small de- 
tachable electrodes of various shapes with needles 
1.8 mm. long with which he made scleral punc- 
tures surrounding the tear, causing coagulation 
of the underlying choroid. When the needles are 
removed at the conclusion of the operation the 
subretinal fluid escapes through the punctures. 

Walker (105) has devised very satisfactory 
equipment for this type of work, viz., iridium- 
hardened platinum detachable micropins which 
are non-insulated and therefore give some trans- 
scleral dosage (Larsson effect). These pins are 
kept threaded to prevent their loss, and are single 
so that they can be rotated to facilitate their 
removal. Gresser (36) employs non-rusting 
electromagnetic 2-mm. needles which obviate the 
necessity of trephining or piercing the sclera as 
sufficient subretinal fluid escapes through the 
openings made by the needles. Gresser regards 
the withdrawal of subretinal fluid as essential for 
the operation. He makes a complete ring of adhe- 
sions around the retinal tear with the high-fre- 
quency current. Schoenberg (85) has devised new 
electrodes which he considers better than the 
Safar and Walker electrodes. They are made of 
iridium platinum as well as stainless steel, like the 
latter, but are double and bent so that they pene- 
trate the sclera in an oblique direction. Threads 
are unnecessary. 

The strength of the current used in electro- 
coagulation is very inaccurate when measured by 
ordinary means. Coppez (15) has devised a pyro- 
metric electrode which measures the amount of 
heat produced at the point of application. This 
is made possible by the incorporation of a thermo- 
electric couple in the electrode. A temperature of 
80 degrees C. is advised. The Coppez electrode 
places the dosage on a much more accurate basis 
than was previously possible. Coppez advises 
that two rews of applications be made at some 
distance from the tear, one or more areas of coagu- 
lated sclera removed with the trephine, and the 
holes carefully punctured with a needle to remove 
the subretinal fluid. 

Klein (50) has modified the contact glass so that 
it may be used in observing the fundus ophthalmo- 
scopically during electrocoagulation, an aid which 
should be equally valuable for other types of de- 
tachment operations. 


Safar (79) claims as advantages for the dia- 
thermy method a simple, uncomplicated tech- 
nique, less trauma to the eye than in the use of 
other methods, and the possibility of treating an 
extensive area when necessary. 

Weve (109) describes two methods. In one, he 
uses a ball electrode which coagulates the sclera 
without perforation, and in the other, a perforat- 
ing needle. The first method is employed only for 
disinsertions and flat detachments. 

Kronfeld (54) thinks that the small openings 
from the needles do not insure drainage of the 
subretinal fluid and that it is better to make one 
or two trephine openings in addition. 

Genet (28) uses diathermic coagulation by plung- 
ing the needle through the sclera into the pocket 
of the detachment and then turning the current 
on for two seconds. It is only when the eye 
is soft and the needle does not penetrate the 
sclera readily that the conjunctiva is dissected 
away and the sclera incised with a knife. 

Kadlicky (46) states that he has obtained the 
best results with diathermy when he has divided 
the diseased part of the retina from the healthy 
portion by connected areas of electrocoagulation. 
He thinks that the rupture is only an indication 
of the most diseased part of the retina, the parts 
adjacent to the tear being also pathological. 
Treatment of a wide area is therefore necessary. 
In cases in which such treatment was given the 
incidence of cure was 71.4 per cent whereas in the 
total number of cases operated upon it was 31.9 
per cent. 

Weve (110) urges that too slight coagulation 
be avoided. He states that one adequate opera- 
tion is better than several repeated operations. 
Exact localization is essential even with this 
method. 

Electrolysis. Vogt (102), in May, 1934, sug- 
gested a method of treatment by electrclysis, 
with which he claims excellent results as yet un- 
confirmed by other workers. This method had 
been used by Schoeler in 1893 who paid no atten- 
tion to the hole and whose results were not note- 
worthy. Multiple momentary punctures are made 
in and at the margin of the hole with the cathode 
(electrolysis needle), the anode lying on the eye- 
ball. A current of from 0.5 to 1 ma. is necessary. 
The method is very delicate, any number of appli- 
cations may be made, the scars are delicate, and 
there is no danger from heat or caustic solutions 
or of producing new holes in the retina (as with 
diathermy). 

The use of sutures. Rubbrecht (76), after experi- 
menting on animal eyes, used sutures in clinical 
cases as a mechanical agent to produce an inflam- 
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matory reaction causing complete re-attachment 
of the detached retina. In each case two silk sutures 
were passed through the sclera to include the de- 
tachment. It is felt that much more work must 
be done before the place of sutures in the treat- 
ment of detachment can be determined accurately. 

Complications. The nature and degree of com- 
plications vary somewhat with the type of opera- 
tion performed and with the experience of the 
operator. Of a series of 155 eyes operated upon 
by Dunnington and Macnie (23), there were 
atrophic changes in the retina and choroid in 12 
and hemorrhages into the vitreous in 9. In 2.5 per 
cent, enucleation or evisceration of the eye be- 
came necessary. In Shapland’s (88) large series 
of cases at the Royal London Ophthalmic Hos- 
pital, complications following the Gonin operation 
included secondary rents, vitreous hemorrhage, 
traumatic cataract, and transient uveitis. Follow- 
ing the Lindner-Guist procedure there occurred 
secondary rents, vitreous hemorrhage, uveitis, 
vortex vein thrombosis, and subretinal hemor- 
rhage. After the Larsson method, complications 
were infrequent with the exception of secondary 
holes. According to Guist (38), the chief compli- 
cations are hemorrhage, necrosis, atrophy, and 
nutritional changes in the cornea. After operating 
on more than goo cases, Guist believes there 
is little danger from repeated operations, and that 
if proper precautions are taken it should be pos- 
sible to obtain a cure in up to 85 per cent of cases. 

Rieger (74) reports a study of the eyes of pa- 
tients operated on in the Second Eye Clinic at 
Vienna who were discharged with an unhealed 
detachment. In about 20 per cent the retina later 
became re-attached (Gonin and Guist operations). 
Twenty-five per cent of the patients became 
blind. The incidence of blindness was about the 
same after the Guist and Gonin procedures, but 
on the whole vision was better after the Guist 
operation. Total complicated cataract developed 
in 42 per cent of the eyes treated unsuccessfully 
by ignipuncture and in 27 per cent of those treated 
unsuccessfully by multiple trephining and cau- 
terization. Seventeen and six-tenths per cent of 
the uncured eyes became atrophic after the Guist 
operation and 11.1 per cent after the Gonin opera- 
tion. No cases of sympathetic ophthalmia were 
observed. In a study of eyes operated upon suc- 
cessfully in the same clinic, Kleiner (51) found no 
instance of the development of cataract. 

In a series of 100 operations, Weve (110) ob- 
served an anaphylaxis to diathermy in 2 cases 
previously treated by heat. 

Contra-indications; causes of failure. It is now 
generally agreed that operative interference offers 


the only hope of cure of retinal detachment since, 
previous to the work of Gonin, 40 methods oi 
treatment offered hope of cure in only 1 in 1,000 
cases. Most ophthalmologists favor early operation 
as giving the most favorable prognosis. Safir 
(79) thinks that the best results are obtained })\ 
his method in cases in which the detachment has 
been present for less than five months. He states 
that while re-attachment has occurred following 
his treatment in several cases in which the de- 
tachment had been present for from one to three 
years, these were not cases of total detachment 
and shrinkage of the retina. Aphakic eyes rarely 
react well. Old persons who cannot be kept in 
bed long and who bleed readily are poor risks. 
Similar poor experience with aphakic eyes has 
been reported by Dunnington and Macnie (23) 
who observed no improvement in g such eyes 
operated upon for detachment. In 1932, Weve 
reported that he obtained a cure in only 33 per 
cent of aphakic eyes whereas the average inci- 
dence of cure in cases of recent detachment was 
80 per cent. 

Shapland (88) found that, of 221 cases operated 
upon by the Gonin method, cure was obtained in 
40 per cent of those in which the operation was 
done within six weeks and only to per cent of 
those in which it was performed after the detach- 
ment had been present for more than six months. 
Vogt (103) reports a case in which diathermy 
treatment of a detachment of seven and three- 
quarter years’ duration in a patient with myopia 
of 9 diopters was followed by re-attachment and 
improvement of vision from 1/200 to 5/30. 

Verdaguer (100) reports that of 24 cases which 
he treated by the Gonin operation, he obtained a 
cure in 15. In the cases of all patients over fiity- 
two years of age this treatment failed. Of the 
others, the results were poorest in those in which 
the detachment started above and had migrated 
downward before the operation. Seidel (87) em- 
phasizes that the operation is contra-indicated in 
the cases of patients over seventy years of age 
who have a disturbance of the circulatory appa- 
ratus or a disposition to thrombosis. 

Schoenberg (84) analyzes 9 failures in 23 cases 
operated upon by the diathermy method. In sev- 
eral of these the prognosis was poor because of 
long duration of the detachment with degenera- 
tion of the retina and vitreous. Some of the fail- 
ures were accounted for by lack of cooperation, by 
aphakia, or by vomiting after the operation, but 
others seemed to be due to such factors as atrophy 
and consequent failure of the choroid to react. a 
degenerated and folded retina incapable of return- 
ing to the normal position, non-resorbable sub- 
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retinal fluid, and adherence of the retina to the 
vitreous. 

From a study of uncured cases of detachment in 
the Second Eye Clinic in Vienna, Rieger (74) 
concluded that old age of the patient, long dura- 
tion and large extent of the detachment, multi- 
plicity, large size, and invisibility of the tears, and 
lack of cooperation on the part of the patient 
make the prognosis unfavorable. Traumatic de- 
tachments and detachments occurring in aphakic 
eyes are less amenable to treatment than detach- 
ments occurring in myopic eyes. Rieger attrib- 
utes this fact to the myopic degeneration of the 
vitreous which relieves the retina of the inward 
traction so often exerted by the normal vitreous. 

Shortening of the retina may make replace- 
ment impossible. In cases with this complication 
Lindner (61) has attempted to shorten the scleral 
capsule by a modification of the method first ad- 
vocated by Muller. In 13 cases operated upon in 
this manner there were no serious complications. 
Lindner says that the operation for cure of the de- 
tachment should be delayed for at least one week 
after the globe-shortening operation. 

According to Arruga (3), the favorable factors 
for operation are recent occurrence of the de- 
tachment, youth and good general condition of 
the patient, limitation of the lesion, and absence 
of external and internal ocular reactions. 

Prophylactic and pre-operative treatment. Lind- 
ner (63) writes of the “prevention” of spontane- 
ous retinal detachment by the prevention of tear- 
ing in cases of choroiditis, myopia, and senility 
which favor the occurrence of tears. Theoreti- 
cally, the following procedures may be considered: 
(a) interruption of the nerves to the extra-ocular 
muscles; (b) the excision of pieces of the muscles; 
(c) optical restriction of eye movements by the 
use of glasses with strong peripheral aberration; 
and (d) the use of stenopeic spectacles. The opti- 
cal method is probably the most practical as the 
“Lochbrille” with a central clear area of 4 or 5 
mm. restrict the visual field too much. Although 
Lindner has never performed an operation for the 
prevention of retinal detachment he believes that 
some day such an operation may be done when 
detachment is imminent. 

Gonin (33) urges that non-operative treatment 
be instituted if operation for the cure of detach- 
ment cannot be performed immediately. He 
states that after accurate localization the eye 
should be completely immobilized. Lying flat will 
not be beneficial unless the detachment is above. 
Removal of the subretinal fluid leads to transient 
improvement, but usually does not prevent re- 
currence of the detachment. Weekers (106) pro- 
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duces immobilization of the globe by injecting 
1 c.cm. of a 1:500 solution of oxycyanate of mer- 
cury behind the eyeball. This produces a severe 
inflammatory reaction (beneficial to the detach- 
ment) and exophthalmos, and keeps the globe 
immobile for a period of several weeks. Event- 
ually the inflammation clears up, leaving the eye 
undamaged. 

As vitreous resting on a wrinkled retina for 
twelve hours is not able to smooth out the folds in 
this membrane, Martinez (66) concludes that im- 
mobilization alone will not cure detachment 
although it may be of aid postoperatively. 

Postoperative treatment. Safar (79) keeps both 
eyes bandaged for from ten to twelve days after 
the operation. His patients then wear stenopeic 
spectacles and are kept at rest in bed for from two 
to three weeks. He emphasizes that absolute 
quiet is necessary, and that attention should be 
paid to the general condition, especially in the 
cases of old persons. At the Royal London Oph- 
thalmic Hospital (Shapland, 88) it has been the 
practice to bandage both eyes and place the pa- 
tient in such a position that the retinal hole is in 
the most dependent part of the eye. Atropine is 
instilled daily and the fundus examined on the 
fourth and eighth days. On the eighth day the 
dressings are removed if there has been no im- 
provement, but if the detachment is cured or 
nearly cured, the eyes are rebandaged for another 
seven days. Absolute rest is insisted upon. 
Atropine is instilled daily for a month. Schoen- 
berg (83) makes no fundus examinations until 
after from ten to fourteen days. He removes the 
sutures at the end of the third week. He then 
keeps both eyes bandaged for two weeks and at 
the end of that time prescribes the wearing of 
stenopeic spectacles for two months. He forbids 
reading, automobile riding, and sexual intercourse 
for three months. 

,_ Arruga (6) agrees that rest of the eye is the 
most important postoperative factor in healing of 
the detachment. He obtains it by suturing the lid 
to the eyeball, which he thinks is more effective 
than the use of stenopeic spectacles. He believes 
that if the eye is completely immobilized the rela- 
tion of the position of the detachment to the posi- 
tion of the head is of no importance. Like 
Weekers, he has found retrobular injections of aid 
in obtaining complete immobilization. 


POSTOPERATIVE RESULTS 


The re-attached retina. Kronfeld (53) calls at- 
tention to the fact that from the patient’s view- 
point the end-result is not anatomical re-apposi- 
tion of the retina but restoration of function and 
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the ability to see. By careful perimetric studies in 
6 cases Kronfeld found no permanent remote 
noxious effects from uncomplicated operations by 
the Gonin, Lindner-Guist, or Weve-Safar meth- 
ods. He states that the prognosis is favorable in 
partial or complete macular detachments of less 
than two months’ duration and in partial macular 
detachments of over two months’ duration. Out- 
side the limited area of operation the 2-degree 
white isopter was normal and the o.17-degree 
isopter constricted, the degree of constriction de- 
pending upon the duration of the detachment and 
also perhaps on the age of the patient. 

Dunnington and Macnie (23) found the pre- 
operative fields corresponding closely to the area 
of detachment. They believe that if a careful 
perimetric study is made postoperatively some 
impairment of function will nearly always be 
found, the amount depending, not upon the pre- 
operative viability of the detached retina, but 
upon the damage resulting from the operative pro- 
cedure. However, the grosser field for form usu- 
ally returns to normal. 

Kleiner (51), analyzing the cases operated upon 
successfully at the Second Eye Ciinic in Vienna, 
observed that central vision and the visual fields 
improved slowly after the retina became re- 
attached. In 70.3 per cent of the cases maximum 
vision was reached within the first year, and in the 
remaining 29.6 per cent within the second year 
after the last operation. Recovery of the periph- 
eral portion of the retina was slowest, the fields 
not becoming full until the second year in 50 per 
cent of the cases. 

According to Sallmann and Sveinsson (80), the 
visual acuity obtained depends chiefly upon the 
previous duration of the detachment. If this was 
not over three months, vision should be good, but 
in cases of detachment present for from five to 
eleven months vision of from o.1 to 0.3 is not 
unusual. The prognosis is best if the pre-opera- 
tive vision is at least counting fingers and not more 
than three operations are required. The amount 
of the detachment and the age of the patient are 
not important. The visual field, especially for 
blue, is recovered most promptly in cases of de- 
tachment of short duration, but the recovery may 
continue for years. 

Stallard (93) reports 2 cases operated upon by 
the Larsson technique in which the immediate 
result was a failure, but after several weeks the 
retina became re-attached, perhaps because the 
scar permitted fluid to pass through in the early 
stage, and final closure resulted in absorption of 
the subretinal fluid and prevented more from 
reaching the space. 
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Comparison of methods. As pointed out })\ 
Goulden (34), the determination of the percentage 
of patients cured by a method of treatment must 
depend, of course, on the definition of clinical cure 
and also on whether the patients were selected {or 
that treatment or all patients with detachment 
were included in the series without regard to the 
prognosis. Therefore a comparison of the per- 
centages of cure obtained by various ophthal- 
mologists with the various methods is not very 
significant. , 

Gonin (30) does not believe that electrocoagula- 
tion is likely to replace his ignipuncture method, 
but concedes that when it is necessary to place a 
large chain of adhesions, as in a large tear, a large 
disinsertion, or a detachment of unknown origin, 
there are advantages to electrocoagulation and 
the Guist-Lindner technique. He prefers dia- 
thermy as the more simple of the latter proce- 
dures. Barkan, Smith, and Boyle (7) claim that 
cure can be obtained by the ignipuncture method 
in 50 per cent of cases if the cases are selected. 
They operated by this method in only 14 of 40 
cases seen. 

McKeown (67) concludes that most surgeons 
are not obtaining the high percentage of cures 
with ignipuncture claimed by Gonin and that bet- 
ter results are possible with the Guist method. 
Castroviejo (11) reports that at the Medical Cen- 
ter of Columbia University a cure is obtained in 
15 per cent of the cases treated by the Gonin 
method and in 40 per cent of those treated by the 
Guist method. 

Safat (79) obtained a cure in 85 per cent of the 
first 40 cases in which he operated by the dia- 
thermy method in 1934 and in 57.5 per cent of the 
40 in which he used this method in 1933, whereas 
in cases of uncomplicated detachment of not more 
than five months’ duration the incidence of cure 
was go per cent. 

Of a series of 150 cases reported by Dunnington 
and Macnie (23), 6 were operated upon by the 
Gonin technique with failure in all. Of g2 in 
which the chemical cauterization method of Guist 
was used, cure resulted in 46.7 per cent and im- 
provement in 6.5 per cent. Of 18 cases, the elec- 
trocoagulation method of Walker resulted in cure 
in 38.8 per cent and improvement in 16.6 per cent. 
Dunnington and Macnie therefore conclude that 
chemical cauterization and diathermy give about 
equal results. 

In comparing the results of the methods used in 
the series of 425 cases of retinal detachment at the 
Royal London Ophthalmic Hospital, Shapland 
(88) found that the best results were obtained 
with diathermy by the Larsson method, the in- 
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cidence of cure being 47.2 per cent following that 
method as compared with 27.6 per cent following 
the Gonin method and 25.3 per cent following the 
Guist-Lindner method. King (48) also favors the 
Larsson method. 

Engelking (24) has abandoned the Gonin opera- 
tion and adopted Weve’s diathermy. He believes 
his results with the newer method are much better 
than those he obtained with the older method, and 
that the newer method is as effective as, and less 
complicated than, the use of caustic potash. Weve 
(111) reports that in 1932 he obtained a cure by 
his method in over 80 per cent of cases in which 
the detachment had been present for less than 
two months. Vogt (101) has used the Weve tech- 
nique for peripheral tears but the galvanocautery 
for large tears at the ora. 

Pischel (73) is optimistic with regard to the 
diathermy method. He reports 6 cures in 16 un- 
selected cases, 10 of which were unfavorable. 

Peter (71) believes that electrocoagulation 
ofiers a means of treating retinal detachment 
which is less traumatic, less time-consuming, less 
tedious, and more efficient than any of the other 
methods previously advanced. He recommends 
particularly Walker’s equipment. 

After a year’s experience with the ignipuncture 
method and a second year with the Guist-Lindner 
method, Knapp (52) reports 12 cases operated 
upon by electrocoagulation with cures in 8 and 
improvement in 2. He states that because of the 
dangers and difficulties of the other methods and 
the good results obtained by diathermy, the latter 
method has become very popular. In the cases 
reported he used the Safir electrodes. 

Pischel (72) believes that the Safdr operation 
has all the advantages of the Lindner-Guist pro- 
cedure without its disadvantages. The disadvan- 
tages of the Larsson method are the uncertain 
transscleral dosage, the extensive destruction of 
the choroid and retina, and the single trephine 
hole for drainage. 

According to Coppez (14), diathermy under 
pyrometric control best meets the requirements in 
the majority of cases. 

Among others favoring diathermy as _ the 
method of choice are Jeandelize and Baudot (44), 
Spratt (91), Kirwan (49), and Kadlicky (46). 

Late in 1932 Arruga (3) reported on 216 cases 
which he had observed. Of these, 164 were oper- 
ated upon, with cure in one-third. At first, Gonin’s 
operation was done, but later was abandoned for 
the use of the galvanocautery. Still later, Arruga 
adopted the Guist technique because it requires 
less exact localization of the tear than the older 
method. An analysis of 83 cases treated at the 


Second Eye Clinic in Vienna revealed a higher de- 
gree of success with the Guist than with the Gonin 
technique (51). In the same clinic, Sallmann and 
Sveinsson (80) found that ignipuncture caused 
more damage to the fields than the Guist method. 

Von Hippel (40) has had more success with the 
Weve diathermy method than with the Gonin 
method. He has not used the Guist or Lindner 
procedures. nn ne steele 

CONCLUSIONS 

Gonin deserves credit for establishing the op- 
eration for retinal detachment upon a scientific 
and rational basis which can offer some hope of 
cure to the sufferer previously doomed to blind- 
ness. However, developments during the past 
two years indicate that operative procedures 
which produce a greater area of adhesive choroidi- 
tis than can be obtained with the cautery are more 
likely to succeed than cautery methods. Of the 
operative methods now in use, diathermy offers 
the greatest promise as the chemical cauteriza- 
tion method of Guist is too complicated for the 
average surgeon and requires too much time. 
Perforating electrocoagulation seems to be the 
preferred method. Newer refinements in the elec- 
trodes and the more accurate dosage now possible 
with the pyrometric electrode make for increasing 
success. 

While the rdle of the tear in the detachment is 
still unproved, knowledge regarding the patho- 
logical processes preceding the tear and bringing 
on the detachment is being gradually increased. 
In the past two years there has been much prog- 
ress in this direction which should lead to a better 
understanding in the future. The nature and 
treatment of retinal detachment are not yet a 
closed book. 
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Martin, H. E., and Pflueger, O. H.: Cancer of the 
Cheek (Buccal Mucosa): A Study of Ninety- 
Nine Cases, with the Results of Treatment at 
the End of Five Years. Arch. Surg., 1935, 30: 731. 


An unselected series of ninety-nine cases of cancer 
of the cheek is subjected to critical analysis. 

Carcinoma of the buccal mucosa constitutes 9.5 
per cent of all intra-oral tumors. It is chiefly a dis- 
ease of old age and is seen less often in young per- 
sons than any other form of intra-oral cancer. In 
the cases reviewed by the author the average age 
of the patients was fifty-nine years. The right and 
the left cheek were involved with about equal fre- 
quency. The site most often involved is the mid- 


portion of the cheek opposite the occlusal level of 
the teeth, but a considerable number of the carci- 
nomas arise just posterior to the labial commissure. 

Chronic irritation is a more obvious etiological 
factor in carcinoma of the cheek than in any other 
type of intra-oral cancer. The most common chronic 
irritants to the buccal mucosa are sharp and broken 


teeth, ill-fitting dental appliances, syphilis, and 
tobacco. 

Leukoplakia is a common precancerous response 
to chronic irritation of the mucous membranes com- 
posed of flat pavement epithelium. It was found in 
about 70 per cent of the cases of cancer of the cheek 
reviewed by the authors. In susceptible persons, 
chronic irritation may produce either cancer or 
leukoplakia or both. In some cases the leukoplakia 
may undergo malignant change. 

The diseases other than cancer which most com- 
monly produce ulcerated lesions of the buccal mu- 
cosa are syphilis, tuberculosis, superficially ulcer- 
ated or fissured leukoplakia, herpes, and simple 
granulomas (trauma, Vincent’s angina). A positive 
Wassermann reaction alone does not rule out the 
presence of cancer as in a large percentage of cases 
syphilis and cancer co-exist. Tuberculous ulcers 
may occur on the buccal mucosa, but are more com- 
mon on the tongue. They usually present a yellow- 
ish, unhealthy base which is in contrast to the coarse, 
granular appearance of cancerous lesions, and they 
are likely to be tender and painful. The diagnosis 
is made by the aid of biopsy (preferably repeated), 
roentgen examination of the chest, and examination 
of the sputum. Tuberculous ulcers of the oral mu- 
cous membranes are almost invariably secondary 
to demonstrable pulmonary tuberculosis. A definite 
diagnosis of simple granuloma should never be made 
until the results of biopsy have been found re- 
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peatedly negative for cancer. Biopsy may be 
temporarily delayed if there is a history of recent 
adequate trauma such as biting of the cheek. 

Nine-five per cent of cancers of the cheek are 
epidermoid carcinomas. Adenoid tumors may arise 
from miner salivary giands of the buccal mucosa. 
In one of the cases reviewed by the authors the 
lesion was a myxosarcoma. 

The average duration of the symptoms, according 
to the statements of the patients, was nine months. 
In only 18 per cent were the symptoms present for 
less than two months. 

The early tendency toward invasion of the neigh- 
boring structures indicates the unsuitability of sur- 
gical measures for control of the primary lesion and 
explains the indifferent surgical results reported in 
the literature. While extension to the lower jaw 
alone or to the lips might be dealt with by extensive 
surgical procedures, there is little chance of con- 
trolling involvement of the lateral pharyngeal wall 
or of the palate by even the most extensive surgical 
intervention. 

Metastases tend to occur comparatively late in 
the course of the disease. Although, in the cases 
reviewed, the average duration of symptoms prior 
to the patient’s admission to the hospital was nine 
months, fifty-six (56 per cent) of the patients had 
no palpable nodes at the time of admission. As a 
rule the disease does not extend beyond the sub- 
maxillary triangle. This fact is of great importance 
in dealing with metastases to the nodes of the neck. 

In the treatment of cancer of the cheek, three dis- 
tinct problems must be considered: the hygienic 
care of the oral cavity before and during the treat- 
ment, the treatment of the primary lesion, and the 
management of the cervical metastases. 

A sharp tooth, especially if in contact with the 
lesion, should be filed smooth or possibly extracted. 
The extraction of a large number of teeth should be 
avoided as the attendant laceration of the gums 
temporarily increases oral sepsis and delays treat- 
ment. The extraction of teeth following heavy 
irradiation is so commonly followed by osteomye- 
litis that, in spite of the chances of local spread of 
the disease, the authors often advise the extraction 
of a limited number of condemned teeth. In all 
cases the surfaces of the teeth should be thoroughly 
cleaned by a dentist and the patient instructed in 
the use of a toothbrush. 

The most successful treatment of carcinoma of 
the cheek is a combination of irradiation and surgical 
intervention. The primary lesion should be treated 
almost entirely by irradiation. In the cases re- 
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viewed the plan was first to give one application of 
external roentgen irradiation. The skin portal in- 
cluded the primary lesion and the submaxillary 
triangle. In a few cases the radium element pack 
was used to deliver about the same skin dose at a 
distance of 6 cm. This dosage was ordinarily a 
little more than 1 skin erythema dose. After its 
administration a tray with an area of 20 sq. cm. 
and a filter of 2 mm. of brass, at a distance of 3 cm., 
was applied externally to the cheek opposite the 
primary lesion and a dose of from 2,500 to 3,000 
mc.-hrs. was administered. At the present time the 
authors are giving the external irradiation through 
the cheek to the primary lesion in multiple divided 
doses of roentgen irradiation rather than by the use 
of the single dose of roentgen rays and the radon 
tray. From 2,500 to 3,500 units are given in from 
ten to fifteen divided doses over a period of from 
two to three weeks with a circular skin portal 7 or 
8 cm. in diameter. In the cases reviewed the exter- 
nal irradiation was followed by interstitial irradiation 
by means of gold implants (with a filter of 0.3 mm. of 
gold) which were inserted into the primary lesion. 
In certain instances—often not in the most malig- 
nant cases—ihe growth tends to fungate into the 
mouth rather than to infiltrate the cheek deeply. 
In such cases the period of convalescence may be 
shortened by removing the tumor mass to the level 
of the mucosa with the actual cautery. 

If no“nodes are palpable at the time of the pa- 
tient’s admission to the hospital, the authors usually 
give one treatment by external irradiation to the 
cervical region. They then give no further treat- 
ment to the neck until definite palpable evidence of 
the presence of metastases appears. They are op- 
posed to prophylactic neck dissection. 

If metastases are present at the time of the pa- 
tient’s admission to the hospital, the authors usually 
perform a neck dissection after the primary lesion 
has been controlled or insert gold seeds after ex- 
posing the nodes by a short incision through only 
the skin and superficial tissues. This exposure per- 
mits more accurate measurement of the node, which 
is essential in the determination of the dosage, and 
allows accurate placement of the implants. 

In cases of hemorrhage from erosion of the facial 
artery by an extensive uncontrolled primary lesion, 
ligation of the external carotid artery may be nec- 
essary. The heavy irradiation of extensive disease 
in the lower gingivobuccal gutter or its extension 
to the lower jaw may be followed by osteomyelitis 
of the mandible. If the osteomyelitis does not in- 
volve the entire cross-section of the mandible, con- 
servative treatment is indicated until the sequestrum 
separates. If the osteomyelitis has involved the 
entire cross-section of the lower jaw, resection of a 
portion of the mandible may be indicated. The 
operation is performed through the mouth without 
skin incisions as external scarring and injury to the 
facial nerve are thereby avoided. In resecting a 
portion of the horizontal ramus, it is advisable to 
remove the ascending ramus as well for if this is 
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left it will cause mechanical disturbances and there} 
delay healing. 

Of the patients whose cases are reviewed, 30 per 
cent were living and free from disease at the end of 
five years. Josrern K. Narat, M.D 


Leithauser, D. J., and Cantor, M. O.: Lugol’s Solu- 
tion in Acute Secondary Parotitis. Ann. Surg. 
1935, IOI: 1171. 

Acute secondary parotitis is a rare complication 
which has an unusually high mortality especially 
when it follows a major surgical operation. 

When an organ is active in the elimination of a 
drug, that drug, if it has an antiseptic action, is fre- 
quently found to be beneficial in combating infection 
of the organ. The beneficial effects of antiseptics 
eliminated through the kidneys in urinary tract 
infections are well known. As iodine is promptly 
and rapidly eliminated by the parotid gland, the 
authors administered Lugol’s solution in large and 
continued doses in cases of acute secondary parotitis. 
They gave it orally and by hypodermoclysis in 
saline solution. It was well tolerated. 

In ten cases of acute secondary parotitis treated 
by this method, which the authors report, there were 
no deaths, whereas with the usual symptomatic 
treatment of the disease the mortality is over 35 
per cent. SAMUEL Kaun, M.D 


Portmann, U. V.: The Treatment of Salivary Fis- 
tula by Irradiation. Ann. Surg., 1935, 101: 1175 


Salivary fistulas may be relieved by temporary 
suppression of the secretory activity of the glands. 
When spontaneous healing of fistulas of the sub- 
maxillary or sublingual glands is delayed or surgical 
removal of these glands appears necessary for the 
cure of fistula a trial of irradiation is advisable as 
this treatment is frequently successful. 

In cases of parotid fistulas, surgery is often unsat- 
isfactory. The author enumerates the difficulties 
encountered, reviews the empirical and experimental 
data which led to the use of irradiation in the treat- 
ment of parotid fistula, and cites a number of cases, 
including three of his own, in which irradiation was 
employed with good results. 

In each of the author’s three cases 800 r as 
measured on the skin over the parotid gland were 
given in applications of 400 r on each of two suc- 
ceeding days. Presumably a high voltage (180 kv. 
or more) and heavy filtration (not less than 0.5 mm. 
of copper) were employed as these are recommended 
by the author. 

In conclusion Portmann says that as the secretory 
activity of the salivary glands may be suppressed by 
irradiation, this treatment may arrest drainage in 
cases of parotid fistula. The function of the glands 
may be resumed in about four months, but in the 
meantime the fistula usually closes. If seepage 
recurs, the fistulous tract may be mildly cauterized 
and the gland again irradiated. In particularly 
resistant cases irradiation might be employed to 
suppress the salivary secretion temporarily before a 
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plastic operation is attempted. While the function 
of the gland may be stopped by irradiation per- 
manently if necessary, temporary suppression is 
suflicient for the closure of fistulas. 

ApotpH HaArtunG, M.D. 


Geschickter, C. F.: Tumors of the Jaws. Am. J. 
Cancer, 1935, 24: 90. 


The author reports on 323 cases of jaw tumors 
which were classified as follows: 


Tumors Cases Cases 
Dental and benign osseous tumors 265 
Radicular cysts 
Follicular or dentigerous cysts 
Adamantinomas 
Odontomas 
Giant-cell epulis 
Central giant-cell tumors 
Osteomas and ossifying fibromas 
Malignant osseous tumors 
Osteogenic sarcomas: 
Sclerosing 
Chondral 
Ewing’s sarcoma 
Tumors with skeletal and jaw involve- 


Epithelial tumors 
Epidermal cancers exclusive of antral 


Adenocystic basal-cell carcinomas 
Metastatic carcinomas 
Aberrant parotid 


The embryology of the tooth is discussed in order 
to clarify the origin of various neoplasms. It is 
pointed out that teeth are ectodermal organs and 
that the dental lamina and the enamel organ may 
give rise to strands of undifferentiated basal cells 
which may take part in tumor formation and form 
the epithelial lining of certain cystic tumors. More 
primitive elements of the enamel bud may produce a 
mixture of epithelial elements characteristic of 
adamantinomas. 

Dental tumors are benign, slowly growing tumors 
occurring in young adults and producing central 
cystic expansions within the jaws. 

Radicular cysts are fairly common dental tumors 
characterized by the formation of a cyst about the 
root of a devitalized tooth as a sequela to chronic 
inflammatory changes. These cysts expand slowly 
and without causing symptoms unless they become 
infected. They have an epithelial lining. 

Follicular or dentigerous cysts are relatively rare. 
They arise from the epithelium of the enamel organ 
of a non-erupted tooth. They are lined with epi- 
thelium and are similar to dental root cysts. 

Adamantine epitheliomas are potentially malig- 
nant homologues of follicular cysts. They are more 
common in the lower than the upper jaw. They 
grow slowly and frequently are first noted because 
of the loosening of teeth. They may be monocystic 
or polycystic. The microscopic picture is variable. 
Rickets may be an etiological factor as it produces 
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defects in the development of the tooth germ and 
enamel, causing the budding off of islands of 
enamel-blastic cells. The treatment indicated is 
resection as the growth is at least locally malignant. 

Adamantinomas occurring in the ovary, tibia, 
and hypophyseal duct have been reported. 

Odontomas are mixed tumors arising from the 
enamel epithelium and connective tissue of the 
dental papilla. The mesenchymal elements usually 
predominate. Odontomas are of 2 types—a soft 
undifferentiated type resembling the adamantinoma 
and a hard, ossified, benign type. 

Epithelial hypertrophy, granulation tissue, and 
angiomatous areas are frequently found in the gums 
of pregnant women. A disturbance of the endocrine 
balance may be the etiological factor. Strict oral 
hygiene is indicated. 

The giant-cell epulis arises from the alveolar 
dental periosteum immediately surrounding a tooth. 
It is firm and red, and on microscopic examination 
shows many multinucleated giant cells in a fibrous 
stroma. . It may be treated by cauterization or ex- 
ternal irradiation. It is related to the normal pro- 
liferation of the odontoclasts occurring in the ce- 
mentum about the roots of deciduous teeth and 
providing for the shedding of these structures. 

Central giant-cell tumors of the jaw occur within 
the osseous substance of the jaw. They are corre- 
Jated in their points of origin with the portions of 
the skull and jaws derived from cartilage, and are 
apparently related to the resorption of calcified 
cartilage by giant-cell osteoclasts. 

Benign ossifying tumors of the jaw are growths 
of a more cellular type which occur in younger 
individuals and are frequently regarded as fibro- 
sarcomas. Cortical bone is produced at the margin 
of these growths. The tumors are composed of 
fibrous tissue containing osseous spicules. 

The osteomas are a more differentiated form of 
ossifying fibroma. Their course is very benign. 

Osteogenic sarcomas are fairly rare. Their course 
is very rapid. On roentgen examination irregular 
dense foci of new bone production are to be seen 
alternating with areas of bone destruction. The 
margin of the tumors will show a periosteal reaction 
with occasional spicule formation extending at right 
angles. These neoplasms do not differ microscopi- 
cally from osteogenic sarcomas arising subperioste- 
ally in the long bones. 

Chondrosarcomas apparently arise from benign 
cartilaginous rests embedded in the mandible near 
the symphysis or at the angle. Their growth is 
usually not rapid. They should not occur in the 
maxilla as this is a membranous bone. The roent- 
genogram shows an area of osteoporosis. Erosion 
without expansion is the rule. All cartilaginous 
lesions of the jaw should be treated radically. 

Ewing’s sarcoma of the jaw is _ histologically 
similar to Ewing’s sarcoma found in the long bones. 
Roentgenographically the lesions are not character- 
istic. The tumor is quite radiosensitive, irradiation 
causing a marked temporary diminution in its size. 
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Generalized skeletal diseases which may have 
their clinical onset in the jaws are Paget’s disease, 
von Recklinghausen’s fibrocystic disease, multiple 
osteitis fibrosa cystica, and multiple myeloma. 

The most common malignant epithelial tumors 
involving the jaw are carcinoma of the antrum and 
carcinoma of the lip or buccal mucosa invading the 
mandible. Carcinoma of the lip may enter the man- 
dible by way of the lymphatics through the mental 
foramen. Louts T. Byars, M.D. 


EYE 


Lamb, H. D.: The Pathogenesis of Some Intra- 
Ocular Osseous Tissue. True Metaplasia in 
the Eye. Am. J. Ophth., 1935, 18: 409. 


Bone formation in eyes involved by inflammation 
of long standing occurs within connective tissue 
derived from retinal and ciliary body pigment. The 
connective tissue is sclerosed and poorly vascular- 
ized, but lies near tissue with a good blood supply. 
Metaplasia includes transformation of one type of 
tissue into another and the production of tissue by 
cells which normally produce tissue of another kind. 
The author describes eyes with changes from pig- 
mented epithelial cells of the ciliary body and 
retina to fibroblasts. Vircit Wescort, M.D. 


Lagrange, H.: The Pathogenic Problem of So-Called 
Critical Allergic Conjunctivitis. Brit. J. Ophth., 
1935, 19: 241. 

Spring or vernal conjunctivitis was for years 
grouped with infectious conjunctivitis. Beginning 
in 1846, Arlt, Desmarres, and von Graefe reported 
cases differentiating vernal from infectious con- 
junctivitis. Terson considered these forms asso- 
ciated with arthritis, while Angelucci attributed 
them to a lymphatic constitution. In 1872 Saemisch 
called attention to the periodicity of the disease. 
Schrieber concluded that the flowering season of 
grasses was an essential factor in exacerbations of 
the signs of irritation. Many attributed the con- 
dition to sunlight. Experiments on sensitized 
animals have proved that proteins instilled into or 
beneath the conjunctiva give rise to anaphylactic 
reactions. In 1922 the author reported a case of 
conjunctival reaction in a patient with diabetes and 
another in a patient with myxedema and ovarian 
insufficiency. In 1928 he described vernal con- 
junctivitis in children at the prepuberal age. 

In conclusion he says, ‘Recent studies have 
shown the influence of the organovegetative nervous 
system and of the glands of internal secretion in 
spring conjunctivitis.” Vircit Wescort, M.D. 


Last, M. A.: A Mixed Tumor of the Orbit of the 
Salivary Gland Type: Successful Removal with 
Preservation of the Eyeball. Arch. Ophth., 1935, 
13: 812. 


The author presents this case because of the un- 
usual character of the tumor and its occurrence with 
ocular signs due to pressure on the globe. 


In discussing this type of neoplasm he states that 
many of the tumors described as mixed tumors of the 
lachrymal gland may have had their origin in ectopic 
salivary gland fetal rests. The mixed tumors of this 
type apparently originate from rests which represent 
the anlagen of all three germinal layers, but are 
formed from the unused blastomeres at a later stage 
than the more complex teratomas or dermoids. 
Though the anlagen may be distal to the parotid 
gland, they are referred to as “parotid rests.” 
Mixed tumors derived from them or having their 
histological make-up have been found in the palate, 
tonsillar region, trachea, sternoclavicular joint, skin, 
eyebrow, and upper lid, but about go per cent appear 
in the region of the parotid gland. 

On the basis of the predominating components, 
these heterotypical tumors have been classified as 
adenocarcinomas, chondrosarcomas, and other types 
of neoplasms. As a rule they show all the cell types 
seen in mixed tumors of the parotid. According to 
Ewing, they are more complex in the region of the 
parotid gland than elsewhere. ‘Those occurring in 
the extraparotid region usually fall into the group of 
adenoid cystic epitheliomas or cylindromas. ‘The 
tumor in the author’s case was very complex. The 
mixed tumors of the caruncle are usually teratoids. 
The lachrymal gland is a serous type of gland which 
is classified with the parotid and submaxillary glands. 

In a review of a large number of the numerous 
reports of so-called mixed tumors of the lachrymal 
gland and the descriptions and photomicrographs of 
the neoplasms the author found that many of the 
neoplasms were apparently isolated from the 
lachrymal gland. Some were described as being 
definitely separated. Van Duyse reported a case in 
which, on removal of the lachrymal gland for epi- 
phora, he found a small nodular tumor of the mixed 
parotid gland type between and distinctly separated 
from the accessory and the main lachrymal glands. 
Peters described such tumors as salivary gland mixed 
tumors of the region of the lachrymal gland. 

Intra-orbital masses located about the globe may 
give rise to ocular compression phenomena. Among 
the latter are limitation of the motility of the globe, 
exophthalmos, involvement of the nerves of the bulb 
in their intra-orbital course, signs due to pressure on 
the optic nerve, macular pigmentary changes, 
detachment of the retina, changes in the axial re- 
fractive index, astigmatic changes, and the formation 
of folds in the retina. Knapp described the occur- 
rence of folds and pigmentary degeneration at the 
macula due to scleral indentation. 

The corrugation folds noted in the case reported 
by the author were of a straight line type. They 
closely resembled the isolated, broken, linear retinal 
traction folds that are arranged circumferentially in 
the periphery of the retina soon after cauterization 
in certain cases of detachment of the retina in which 
re-attachment has taken place. In the latter they 
are distal to the area of cauterization in the unin- 
volved retina. The folds seen in cases with sclera! 
indentation and those observed in cases of detach- 
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ment disappear within about three months after 
operation. Momentary pressure exerted on the 
sclera with a glass rod apparently does not cause 
the formation of such folds. 

Astigmatism due to bulbar compression is usually 
associated with myopic or hyperopic changes. 
Kubik reported a case in which astigmatism of 14 
diopters was produced by bulbar compression. It is 
probable that at least some of the astigmatism is 
due to the corneal and ciliary-lenticular distortion 
of the anterior segment. These changes are probably 
secondary to the posterior bulbar changes. 

Leste L. McCoy, M.D. 


Bielschowsky, A.: Lectures on Motor Anomalies 
of the Eyes. IV. Functional Neuroses; Etiology, 
Prognosis, and Treatment of Ocular Paralysis. 

irch. Ophth., 1935, 13: 751. 

The occurrence of a purely functional paralysis 
of the ocular muscles is still disputed. The in- 
vestigations made in reported cases of so-called 
hysterical paralysis have all been open to the ob- 
jection that they did not exclude, as a possible 
cause of the paralysis, a disease organic in nature 
but complicated with hysterical symptoms. The 
dictum of Mauthner that the frequency of hysterical 
disturbance of ocular muscles is directly propor- 
tional to the possibility of producing the condition 
at will is still valid. Accordingly, spastic disorders 
of ocular muscles are most frequent in hysteria. 
Sometimes blepharospasm or spasm of convergence 
is the only symptom in hysteria, but the latter is 
generally associated with spasm of accommodation 
and contraction of the pupils. The functional 
nature of the convergence spasm is proved by the 
inconstancy of the angle of squint and the prompt 
success of suggestive treatment. The author re- 
ports a case showing the development of the char- 
acteristic ocular symptoms of a functional neurosis 
based on paralysis of organic origin. 

Conjugate deviation of the eyes has been ob- 
served in some cases. Nystagmus of hysterical ori- 
gin is rare and is never the only symptom of hysteria. 
It is usually associated with spasm of the orbicu- 
laris and convergence muscles. Hysterical asso- 
ciated paralyses of the movements of the eyes, the 
true functional nature of which is proved by the 
success of suggestive treatment, have been repeat- 
edly described. 

The manifestations of convergence or divergence 
paralysis based on a functional neurosis have been 
discussed by the author previously. Hysterical di- 
vergence spasm has been described by Kehrerand 
others, but Bielschowsky believes that this is due to 
an exophoria becoming manifest intermittently, 
especially during attacks of blepharospasm in which 
the eyes have a tendency to diverge on account of 
their elevated position. 

The author has never seen a true functional 
paralysis of individual eye muscles or unilateral 
ophthalmoplegia. Only the occurrence of unilateral, 
hon-spastic, hysterical ptosis has been proved. 
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In the so-called dissociation movements the eyes 
are not held rigidly as in true spasms. They do not 
obey the patient’s will, but move about irregularly 
and independently of each other. The supposition 
that temporary suspension of the association of 
movements of the eyes can occur merely as a symp- 
tom of hysteria is a strong contradiction to all 
physiological and clinical facts by which the general 
validity of Hering’s so-called law of association of 
movements of the eye is proved. Dissociated move- 
ments occur during coma, narcosis, and sleep, but 
it is beyond one’s volitional power to contract either 
an individual eye muscle or the muscles of one eye 
alone. The symptoms adduced as proof of dissocia- 
tion may be due to heterophoria becoming manifest 
intermittently when the patient becomes inattentive 
or to organic disease complicated by hysteria. It 
may be assumed that in some of the cases reported 
there was a lack of voluntary impulses because of 
inhibition of cortical function such as occurs in the 
hypnotic state. The most characteristic features of 
hysterical: disturbances of ocular movements are 
their inconstancy and their amenability to treatment 
by suggestion. 

The incidence of paralysis of the trochlear nerve 
has shown a definite increase. Whereas previous to 
1908 only ro per cent of the author’s cases of paral- 
ysis were cases of trochlear nerve paralysis, in the 
last twenty-five years the percentage has increased 
to 20. The incidence of paralysis of the abducens 
nerve has remained at about 25 per cent. Bielschow- 
sky attributes the increased frequency of trochlear 
nerve paralysis to the introduction of Killian’s op- 
eration and other radical procedures on the frontal 
sinus. 

In about 15 per cent of all his cases of paralysis 
the condition has been due to trauma. Syphilis 
and metasyphilis were the causes of about 55 per 
cent of the cases seen in 1906, but were responsible 
for less than 30 per cent of those observed in the last 
ten years. Bielschowsky believes that the decrease 
is attributable to improvement of the therapy of 
syphilis. Cases of paralysis of congenital origin and 
cases of paralysis following epidemic encephalitis 
each constituted about 14 per cent of his cases. 
Other well-known etiological factors such as in- 
tracranial diseases, anomalies of the blood ves- 
sels, and acute infectious diseases, are mentioned but 
not discussed. Among the paralyses of toxic origin, 
those due to spinal anesthesia were numerous in the 
past. As a rule they were paralyses of the sixth 
nerve. The trochlear nerve was involved less fre- 
quently, and the third nerve only exceptionally. 
In none of the 600 cases of ocular paralysis seen by 
the author during the last nine years was the condi- 
tion caused by a spinal anesthetic. Because of the 
extreme rarity of the condition, Bielschowsky re- 
ports 2 cases of paralysis of the abducens nerve due 
to the loss of a large quantity of blood. In both, 
recovery occurred after a year. He states that in 
about 15 per cent of cases of ocular paralysis the 
cause still remains obscure. 





228 INTERNATIONAL ABSTRACT OF SURGERY 


Spontaneous recovery occurred in 38 per cent of 
the total number of the author’s cases of ocular 
paralysis. In the cases of paralysis of the trochlear 
nerve the incidence of recovery was about 57 per 
cent; in those of paralysis of the abducens nerve, 
nearly 50 per cent; and in those of paralysis of the 
third nerve, those of ophthalmoplegia, and those of 
associated paralyses, only 28 per cent. In the 
majority of cases of paralysis of the fourth and sixth 
nerves the cause is either a trauma or a tiny nuclear 
hemorrhage which may be re-absorbed within a 
short time, whereas in the majority of other paral- 
yses the lesion is more serious, and in more than 
50 per cent of them is due to syphilis or metasyph- 
ilis. The possibility of spontaneous recovery is very 
slight after six months. 

Appropriate general measures must be used. Even 
in obscure cases a cure has been effected by means of 
diaphoretics, mercury, iodine, and other medica- 
ments. Special measures must be taken for dis- 
turbances of the circulatory apparatus. 

The local treatment during the first stage is only 
palliative. Occlusion of the paralyzed eye is often 
unavoidable for the relief of intolerable diplopia, 
but should not be continued any longer than ab- 
solutely necessary. Prisms are of only limited value. 
Galvanic treatment is of value probably only as a 
suggestive measure. 

Operative treatment may require more than one 
operation. The paralytic deviation of one eye must 
be corrected by increasing the efficiency of the 
paralyzed muscle. It is now realized that the func- 
tion of a paralyzed muscle cannot be improved by 
weakening the antagonist of that muscle. The com- 
bination of advancement with resection of a variable 
portion of the tendon is favored for the strengthen- 
ing of a muscle. Worth’s statement that the im- 
mediate effect of his advancement operation is the 
final effect is disputed as the immediate effect of 
advancement as well as of every shortening method 
diminishes in the course of time. A considerable 
over-correction is desirable. 

Landolt’s persistent propaganda has discouraged 
the use of tenotomy in deviation, whatever its 
origin, but in absolutely rejecting tenotomy Landolt 
has gone to the other extreme. The author uses a 
guarded tenotomy which enables him to modify the 
result. The disadvantages ascribed to tenotomy are 
no greater than those sometimes associated with 
other procedures. The main purpose of operative 
treatment is to obtain a comfortable binocular sin- 
gle vision in the middle part of the field of fixation 
so that the normal position of the head is regained. 
The operation of choice to produce such a result in 
various conditions is discussed by the author in de- 
tail. Epwarp S. Pratt, M.D. 


Kronfeld, P. C.: The Histological Appearance of 
Recent Retinal Tears. Arch. Ophth., 1935, 13: 779- 


The author reports a case of idiopathic retinal 
detachment of short duration in which the eye was 
removed three months after the detachment. 


Within four weeks after the onset of the symptoms 
several tears were found in this eye. Their size and 
ragged edges indicated extensive damage by inflam 
matory disease. An attempt to re-attach the retina 
appeared to be moderately successful, but a sudden 
strain occurring a few weeks later in an attempt to 
prevent a fall was followed in a few minutes by the 
appearance of a new visual defect in the field. The 
detachment noted at this time extended rapidly, 
and the patient preferred removal of the eye to 
another operation of doubtful value. 

Kronfeld states that the detachment after the 
first coagulation may have been the usual downward 
extension of a detachment in the upper portion or a 
new detachment. The latter is suggested by the fact 
that new tears developed in an area which was 
found normal on ophthalmoscopic examination eight 
weeks previously and by the patient’s own observa- 
tions which indicated that the new tears and 
detachment occurred only a few days before the 
eye was removed. It therefore appears that the 
histological findings were those characteristic of 
one of the earliest stages of a tear. 

The anterior segment and the lens were normal 
except for a deep anterior chamber. The ciliary 
muscle was of the myopic type. Two small groups 
of lymphocytes were noted near the base of two 
ciliary processes, but there were no other signs of 
active or inactive iridocyclitis. The ciliary epithe- 
lium, mainly of the pars plana, had proliferated 
somewhat toward the interior of the eye and into 
the ciliary body. In two places excrescences had 
formed, but elsewhere the proliferation was slight 
and not comparable to the extensive hyperplasia of 
Leber. 

The observations made in the field of operation 
confirmed those of Safa, Fischer, and Stallard. The 
necrosis of the sclera was only partially repaired 
after two and a half months. The preservation of 
the retinal structure in many places supported 
Safai’s conclusion regarding the relative harmless- 
ness of the short pin electrodes. As in cases reported 
by others (Nordenson, Kummell, Redslob, Sour- 
dille), the sequele of inflammatory or senile degen- 
erative processes were seen in the retina and choroid 
and had weakened the retinal structure so that tears 
occurred or could have occurred easily. Their 
actual extent was of course greater than that 
described in the record of the findings as they were 
most extensive in the area of operation. The few 
fresh choroiditic infiltrations seen were not neces- 
sarily significant as they are often observed in eyes 
without retinal detachment. The observations 
showed clearly how a retinal tear develops from an 
atrophic retinal lesion resulting from retino- 
choroiditis. 

There were two spindle-shaped tears, probably of 
only a few days’ duration. The cause of these was not 
clear as there seemed to be only vague signs of pre- 
vious pathological changes in the region involved. 
The author believes that there might have been 
changes, mainly in the inner retinal layers which 
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were either invisible on previous examination or 
developed during the two months the patient was 
out of the hospital. He says that if the thickness of 
the retina at the sites of the tears can be judged 
from the distance between the edge of the tears in 
the internal limiting membrane and the edge in the 
outer nuclear layer, the retina was very thin in those 
regions before the occurrence of the tears. This 
indicates that previous changes had occurred, 
mainly in the inner layers. With regard to the 
probable cause of these changes, it can be stated 
only that it was not a primary choroiditis. The 
effects of other possible factors, such as a pulling 
action by the vitreous, ocular movements, a shrink- 
ing process within the retina itself, or a disturbance 
of hydrostatic pressure equilibrium, cannot be 
evaluated. Epwarb S. Piatt, M.D. 


Baer, B. F., Jr., and Shipman, J. S.: Retinal De- 
tachment. Pennsylvania M.J., 1935, 38: 475. 
The authors have operated upon twenty-two 

cases of retinal detachment. In six cases multiple 
trephination of the sclera with potassium hydroxide 
coagulation was done and, in three of these six, Weve 
diathermy needles were used in addition to the 
trephines. Of this group, a successful result was ob- 
tained in only one and improvement in only one. 
In sixteen cases the treatment consisted exclusively 
of electrocoagulation. Of this group, a successful 
result was obtained in seven and improvement in 
three. Of the total number of cases, a successful 
result was therefore obtained in eight (36.3 per cent). 
One of the operations with a successful result was 
performed only about six weeks before this report 
was written. In three cases the retina remained in 
place, with good vision and a full field, for a month, 
but then became detached again. These cases are 
classified as showing no improvement. 

Retinal tears were found in only 31.8 per cent of 
the cases even though a repeated and careful search 
was made for them. Of the seven cases in which tears 
were found, a successful result was obtained in three, 
and of the fifteen cases in which a tear was not found, 
a successful result was obtained in five. The authors 
doubt the often repeated statement that a tear will 
always be found if a sufficiently careful search is 
made. They state that success may be achieved in 
some cases in which a tear is not discovered. In their 
cases in which tears were found no technical method 
was used to localize the tear. The axis in which the 
tear appeared was determined and its distance from 
the disk was estimated in disk diameters. Eight 
millimeters were allowed from the limbus for the 
ciliary body. In all cases in which a tear was seen 
and an attempt made to circumscribe it, the attempt 
was successful. This was proved by looking into the 
eye with the ophthalmoscope after the operation. 

The authors conclude that the best hope of ob- 
taining a successful result in detachment of the 
retina is offered by electrocoagulation with either the 
Safar or the Walker needles. 

Les.iE L. McCoy, M.D. 
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V4zquez-Barriére, A.: The Surgical Treatment of 
Detachment of the Retina (EF tratamiento 
quirargico del desprendimiento de la retina). Arch. 
uruguayos de med., cirug. y especial., 1935, 6: 1. 


The author discusses the various methods of 
surgical treatment of detachment of the retina. He 
states that the choice of method to be used must 
depend upon whether a single small tear, a single 
large tear, several small tears, or no tear is found. 

He believes that for cases with a single small tear 
which is readily accessible Gonin’s method of closing 
the tear with the actual cautery is best, but many 
ophthalmologists prefer the electrical cautery as 
producing less trauma and being more readily 
controlled. He does not agree with Gonin that the 
laceration is the primary cause of the detachment of 
the retina, but believes that it is an obstacle to 
permanent re-attachment of the retina as it causes 
an inversion of the current of the eye fluid and main- 
tains the same pressure on both sides of the retina. 
Occlusion of the tear is necessary to restore the 
normal condition in which the pressure is greater 
on the side of the vitreous. Instead of Gonin’s 
method of heat cauterization, Sourdille uses a very 
fine galvanocautery and recommends very shallow 
and very brief cauterization. For cases of detach- 
ment at the ora serrata Weve recommends trans- 
scleral diathermy coagulation. 

In cases with a single large tear it is well to block 
the tear by creating a row of adhesions around it 
either by diathermy puncture or the chemical 
cauterization of Guist. 

The author reports seventeen cases in which he 
performed the Gonin, Weve, Sourdille, and Guist- 
Lindner operations. He states that cure is to be 
judged as much, if not more, from restoration of the 
normal visual fields as from increased acuity of 
vision. Ophthalmoscopically, cure is shown by 
total re-attachment of the retina. Cure cannot be 
considered definite until at least six months have 
elapsed as recurrences are apt to occur within that 
length of time. According to these criteria, cure 
resulted in five of his cases and improvement in 
three. One patient is still under treatment. In four 
cases further operations were necessitated by 
hemorrhage or opacity of the vitreous. Two of the 
patients would not accept a second operation and 
two were lost from observation. Needless to say, 
the treatment should include the treatment of any 
general disease to which the detachment may be 
secondary, such as tuberculosis, syphilis, or al- 
bu:minuric retinitis. AvupDREY Goss Morcan, M.D. 


Lauber, H.: The Formation of Papilledema. Arch. 
Ophth., 1935, 13: 733- 

Papilledema is one of the most important signs of 
intracranial as well as ocular pathological change. 
As long as the alterations in the disk are limited to 
edema there is only slight functional disturbance, 
which is evidenced by enlargement of the blind spot. 
Other functional disturbances occurring in the early 
period of papilledema are to be attributed to the 
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condition causing the papilledema itself. Tumors, 
abscesses, hydrocephalus, and other diseases can 
cause both visual disturbances and papilledema. 

Various theories and experimental investigations 
regarding the development of papilledema are dis- 
cussed, and a study of the relation of intracranial 
pressure to retinal arterial and venous pressure is 
reported. 

According to the findings of the author’s study, 
retinal venous pressure is intimately related to the 
intracranial pressure. An increase in the latter 
causes an immediate increase in the former. If the 
intracranial pressure is below 250 mm. of water, the 
error does not exceed 4 mm. Hg, and if the intra- 
cranial pressure is above 250 mm. of water the error 
is less than 2.5mm. Hg. In all of the author’s cases 
of increased intracranial pressure the diastolic 
arterial pressure was increased whether papilledema 
was present or not, but this correlation can be of 
value only when the general blood pressure and the 
vascular system are normal. It therefore does not 
allow any approximate determination of the intra- 
cranial pressure. Measurement of the retinal venous 
pressure with the ophthalmodynamometer is a 
sufficiently exact method for the determination of 
intracranial pressure. This method is of value when 
examination of the spinal fluid is unnecessary or, as 
in cases of tumor in the posterior cranial depression, 
lumbar puncture may be dangerous. Its reliability 
has been proved by the author in ninety-three cases. 

Clinical observations and experimental results 
tend to show that obstruction to the venous circula- 
tion in the optic nerve is an important factor in 
papilledema. Pressure in the intervaginal spaces of 
the optic nerve is increased when the intracranial 
pressure rises, and the accumulation of cerebrospinal 
fluid between the sheaths of the optic nerve is 
necessary for the occurrence of papilledema. This 
is proved by the syndrome described by Kennedy 
and by cases reported by others. 

Epwarp S. Pratt, M.D. 


EAR 


Costen, J. B.: A Group of Symptoms Frequently 
Involved in General Diagnosis, Typical of Sinus 
and Ear Disease and of Mandibular Joint 
Pathology. J. Missouri State M. Ass., 1935, 32: 
184. 

Costen states that headache and ear symptoms 
directly dependent upon functional disturbances of 
the mandibular joint frequently occur in cases show- 
ing sufficient pathological change about the sinuses 
to account for them. Because of the multiplicity 
of medical, rhinological and ophthalmological causes 
of headache about the ears, vertex, and occiput 
and the multiplicity of nasal changes that may lead 
to eustachian tube obstruction the possibility that 
evulsion of the condyle of the mandible from over- 
bite is responsible is often not considered. 

Hearing tests reveal a mild type of catarrhal 
otitis with eustachian tube involvement, usually 
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simple obstruction. This is due to pressure on the 
anterior membranous wall of the tube transmitted 
through the soft tissues from relaxation of the 
pterygoid muscles and associated sphenomandibular 
ligaments during overbite. 

The promptness with which the condition of the 
ears improves seems to disprove the theory that 
the ear involvement is due to trauma or concussion 
of the labyrinth or tympanic structures by the 
condyle of the mandible. Cases of shock to the 
labyrinth from a blow on the chin are not within 
the scope of the author’s discussion. 

Attacks of dizziness in these cases are due obvi- 
ously to changes in intratympanic pressure affecting 
the labyrinth. The effect is transient and recurrent 
and is relieved by inflation of the eustachian tube. 
The picture is not that noted in toxic labyrinthitis. 

The headache is similar to the headache of poster- 
ior sinus origin and is easily mistaken for the latter. 
Persistence of headache after indicated sinus surgery 
is sometimes due to pathological changes in the 
mandibular joint. 

At first the symptoms are due to overaction of the 
joint. Later there is added the regional effect of 
looseness of the joint due to absorption of the 
meniscus, condyles, and surrounding bone. 

Analysis of thirty-one cases indicates that ear 
symptoms predominate in edentulous mouths in 
which the symptoms develop slowly, whereas pain 
with or without herpes of the external canal and 
buccal mucosa predominates in cases of natural 
malocclusion or malocclusion from loss of molar 
support on one side only. 

The prognosis in a given case depends on: (1) the 
accuracy with which refitted dentures relieve ab- 
normal pressure on the joint and the increase in the 
vertical dimension keeps the moving condyle out of 
range of the dura, chorda tympani, and auriculo- 
temporal nerves; and (2) the extent of injury to the 
tube, condyle, meniscus, and joint capsule. 

Anatomical reasons are advanced to account for 
the abnormal condition of the eustachian tube and 
the distribution of pain toward the vertex, occiput, 
pharynx, and tongue. Further proof as to cause 
and effect is afforded by twenty cases cited in ad- 
dition to the first group. In all of these cases some 
or all of the various symptoms were relieved by 
repositioning the jaw. 

It is barely possible that disease of the mandibular 
joint may beanetiological factor in glossopharyngeal 
neuralgia, the association of the chorda tympani 
and auriculotemporal nerves with the ninth nerve 
occurring by way of sensory connections to the otic 
ganglion. 

In one case the constant appearance of herpes at 
the time of the pain attacks suggested this close 


association. Herpes occurred also in eight (25 per 
cent) of the cases previously observed. It is uni- 
lateral and distributed upon the mucosa of the 
tongue, hard palate, and cheek, and external canal 
of the ear. It disappears when the jaw is reposi- 
tioned and headache relieved. It may be included 
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definitely among the symptoms associated with 
functional disturbances of the temporomandibular 
joint. James C. BRASWELL, M.D. 


MOUTH 


Bruhn, W.: Varices of the Tongue (Ueber die Varicen 
der Zunge). Arch. f. path. Anat., 1934, 294: 27. 


The author reports on eleven cases of oral varices 
recorded in the autopsy records of the Rostock 
Clinic. In four cases the base of the tongue was 
involved. In the older patients, the margins and the 
inferior surface of the tongue also showed varices. 
Histologically, the findings were the same as vari- 
cose veins in other parts of the body: phlebectasias 
and varicosities. In half of the cases there were 
ruptures of vessel walls and hemorrhages into con- 
tiguous tissues, and thromboses were frequent. 

The primary causes are to be sought in senile 
atrophy of the veins and in natural weakening of the 
circulation in the base of the tongue, the site of the 
poorest circulation in the oral cavity. A secondary 
cause is increased pressure in the veins. The 
author found no proof that nicotine or alcohol 
exerts an influence. 

(HINRICHSEN) Marutas J. SEIFERT, M.D. 


Korff, A.: Primary Tuberculosis of the Tongue 
(Die primaere Zungentuberkulose). 1934: Muens- 
teri.W., Dissertation. 

Tuberculosis of the tongue is rare. It occurs most 
frequently in men between the ages of thirty and 
fifty-five years. The author reports the case of a 
man fifty-two years of age who had a tubercle the 
size of a lentil on the tip of the tongue. The tissue 
surrounding the nodule was red. The nodule was of 
firm consistency and not ulcerated. There was no 
palpable enlargement of the regional lymph glands. 
The tip of the tongue was painful when food came 
into contact with the nodule. The condition had 
been present for over six months. At first, a tumor 


was suspected, especially as tuberculosis of other 
organs of the body could be excluded. The involved 
tissue was completely removed and examined 
histologically. Tuberculosis of the tongue was evi- 
denced by numerous epitheloid-cell tubercles with 
giant cells. The patient madean uneventful recovery 

According to the clinical course and the findings 
of examination, the tuberculosis was primary in the 
tongue. The cause of its development could not be 
determined with certainty. However, as in most 
cases of lingual tuberculosis, contact infection was 
to be assumed. 

The best treatment of lingual tuberculosis is radi- 
cal removal. The value of radium and X-ray treat- 
ment 1s not yet known. The dosage has not been 
determined satisfactorily, particularly because the 
therapeutic dose varies considerably in the cases of 
different patients. Many of those writing on tuber- 
culosis of the tongue warn against X-ray treatment 
Cauterization has sometimes resulted in cure. 

(H. VietHeN.) CLaRENcE C. REED, M.D. 
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PHARYNX 


Kully, B. M.: Cysts and Retention Abscesses of the 
Nasopharynx. A Report of Eighty-Eight Cases. 
J. Laryngol. & Otol., 1935, 50: 317. 

The author states that the diagnosis of retention 
cyst of the nasopharynx requires the direct inspec- 
tion of the nasopharynx and palpation with the probe 
under direct vision. Indirect inspection with the post- 
nasal mirror gives an inadequate picture because, the 
plane of the posterior wall of the nasopharynx being 
almost at right angles to the plane of the examining 
mirror, there is a marked foreshortening of the 
image with some obliteration of details, and because 
the mucus frequently present on the nasopharyn- 
geal wall changes the angle of reflection, thereby 
adding to the distortion of the image and masking 
details. The contour of the nasopharynx is an 
important consideration in the diagnosis. 

The Holmes nasopharyngoscope used transnasally 
is of more value in the examination of the lateral 
and superior walls than in the examination of the 
posterior wall. As the image seen is almost at right 
angles to the long axis of the instrument, there is a 
circular blind spot out of the line of vision directly 
ahead of the instrument. The blind area includes 
the posterior wall and often the posterosuperior 
angle. Small cysts of the angle will therefore be 
overlooked. Kully has tried to overcome this difficulty 
by using an electric urethroscope with the image 
directly in front of the instrument. The area seen 
in one image is too small for proper perspective. 

The Hays pharyngoscope and its later develop- 
ment, the glottoscope, give excellent illumination of . 
the nasopharynx. Although, as with the mirror, the 
image is foreshortened, their use is an excellent 
adjunct to direct inspection. 

Direct inspection of the nasopharynx is made 
with the aid of an instrument that retracts the 
palate. For this purpose a variety of palate retrac- 
tors, some of which are self-retaining, have been 
devised. Bech devised a method in which the 
palate is retracted by means of rubber tubes intro- 
duced into the nostrils and brought out of the mouth. 
Kully has found the direct speculum of Yankauer 
the most satisfactory. This causes minimal dis- 
comfort and can be employed without anesthesia 
if desired. It shows all the structures of the naso- 
pharynx, including the fossa of Rosenmuller and the 
eustachian orifice. Kully has used it for examina- 
tion and probing and usually also for operation in 
the conditions he discusses. 

In the cases reviewed the picture most frequently 
observed was that of a smooth bulging in the vault 
of the nasopharynx, usually central but occasionally 
lateral. The mucosa covering this bulging was 
smooth and with few exceptions presented an 
area of gray or yellow translucence where the swell- 
ing was most marked. Occasionally a drop of yellow 
or milk-colored pus was seen exuding from it. On 
puncture with the probe or knife, a purulent secre- 
tion was invariably obtained. In some cases there 
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was no bulging, but the presence of a yellow or gray 
area in the mucosa, gave evidence of an underlying 
suppuration which was later revealed by the probe. 
In other cases the picture was that of a central 
adenoid mass with secretion exuding from one of 
the longitudinal clefts, usually the central cleft. In 
some cases the purulent pocket was discovered only 
on separation of the folds with the probe. In a few, 
the entire central portion of the adenoids had been 
displaced by the cysts. In none of the cases was the 
clinical diagnosis considered complete until the 
cavity had been entered and secretion had been 
obtained. James C. BRAswELt, M.D. 


NECK 


Borak, J.: The Treatment of Hyperthyroidism by 
Roentgen Irradiation of the Pituitary Gland. 
Radiology, 1935, 24: 535. 

After reviewing recent additions to our knowledge 
regarding pituitary-thyroid interactions, the author 
states that in the last ten years he has treated thirty- 
six cases of hyperthyroidism by X-ray irradiation of 
the pituitary gland with favorable results in twenty- 
five cases. In some of the latter the thyroid had 
been treated by X-ray irradiation previously with- 
out a beneficial effect. Good results were obtained 
from irradiation of the pituitary gland almost uni- 
formly in womer. in whom the hyperthyroidism had 
come on after the menopause. The author reports 
a few of the cases. Paut Starr, M.D. 


Frazier, C. H., and Johnson, J.: End-Results of 
Thyroid Surgery. Ann. Surg., 1935, 10%: 1195. 


At the hospital of the University of Pennsylvania 
965 patients were operated upon for thyroid disease 


in the period from 1927 to 1932. Response to 
iodine was the same in diffuse and nodular toxic 
goiter. 

Of 467 patients operated upon for diffuse toxic 
goiter, 363 are considered well; 44 have a normal 
metabolic rate but persistent symptoms; 11 have 
permanent partially disabling visceral damage, 
chiefly cardiac; and 2 require small doses of thyroid 
extract. Thirty-one had residual toxicity and 16 
developed toxicity after the operation. Of the 47 
postoperative toxic cases, 16 were controlled by 
iodine, 11 by roentgen irradiation, and 7 by re- 
operation. Nine of the patients were not co-operative. 
Three were still toxic after iodine and roentgen 
treatment and 1 was still toxic after roentgen 
treatment and re-operation. 

Of the 163 patients operated upon for nodular 
toxic goiter, 141 were cured, 15 had residual symp- 
toms, 4 had residual visceral damage, 2 were 
hypothyroid, none had residual toxicity, and only 1 
had recurrent toxicity. Paut Starr, M.D. 


Hirsch, C.: Tuberculosis of the Larynx. Laryngo- 
Scope, 1935, 45: 269. 

Hirsch states that tuberculosis of the larynx is the 

most frequent complication of tuberculosis of the 
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lungs. The reported frequency of laryngeal involve- 
ment has ranged from 36 to 97 per cent, depending 
upon whether the findings were made in the dissect- 
ing room of a hospital or at a laryngological clinic. 
It may be assumed, however, that tuberculous 
changes in the larynx are discovered during life in 
from 25 to 30 per cent, and at autopsy in more than 
50 per cent, of cases of pulmonary tuberculosis. 
Laryngeal tuberculosis is slightly more frequent in 
men than in women. Occupation is an important 
factor in its development. Heavy strain does not 
lead to the condition. 

The origin of laryngeal tuberculosis is still dis- 
puted. The author believes that while tubercle 
bacilli may enter the larynx in the sputum or by 
way of the blood or lymph stream, laryngeal infec- 
tion is caused most often by the sputum. He states 
that the larynx offers more favorable conditions for 
the settling of tubercle bacilli than other part of the 
upper air passages because of the arrangement of its 
lymphatic vessels. These vessels are particularly 
sparse in the adult. Other factors of importance in 
the development of laryngeal tuberculosis are the 
resistance of the body as a whole and the local de- 
fensive power of the larynx. In more than go per 
cent of all cases of laryngeal tuberculosis the sputum 
contains tubercle bacilli. The author states that 
although very serious tuberculosis of the larynx may 
be found with minimal pulmonary tuberculosis and 
vice versa, the Besold-Gidionsen theory that ex- 
tensive tuberculosis is not essential in the patho- 
genesis of tuberculosis of the larynx does not seem 
credible. 

In the acute beginning of the disease the picture 
is often that of a purely exudative tissue reaction, 
but in the great majority of cases a productive 
component is recognizable. As yet, the conditions 
for the preponderance of exudative or productive 
activity have not been completely ascertained. The 
exudation occurs into the interstitial spaces, where 
at first it cannot be distinguished from a non-specific 
inflammatory reaction if the productive elements 
are lacking. 

The clinical manifestations of tuberculosis of the 
larynx are of the following four types: (1) infiltration 
(including miliary nodules on the surface), (2) ul- 
ceration, (3) perichondritis, and (4) tumors. 

Infiltration is characterized macroscopically by 
the signs of inflammation—increased substance and 
reddening of the diseased tissue. At the posterior 
wall of the larynx there is either a lumpy or a flat 
thickening which may interfere with closure of the 
glottis. The epiglottis has a puffy, plump appear- 
ance, and the vocal cords seem to be swollen to a 
spindle shape or are totally thickened. The first 
tubercles sprout close to the mucous membrane, the 
epithelium of which may be entirely intact. The 
tuberculous infiltration does not always show a 
nodular structure; frequently it is rather diffuse. 

In the permeation of a tissue by tuberculosis a 
melting down of the tissue may occur beneath the 
epithelium, and after complete destruction of the 
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overlying epithelium the tuberculous tissue may be 
exposed on the surface as a tuberculous ulcer. 
fuberculous perichondritis is usually the result 
of a deep ulcer in the mucous membrane, but in 
some cases may develop without ulcerative changes. 

By “tuberculoma” is meant a macroscopically 
tumor-like product of tuberculosis which is in con- 
trast to diffuse tuberculous infiltration. 

The first symptom of tuberculosis of the larynx 
is usually a slight feeling of pressure and irritation 
of the throat. Frequently the patient complains of 
dryness and burning. There is a certain roughness 
of the voice, and he tries frequently during the day 
to free the vocal cords by strong clearing of the 
throat. The voice tires easily in conversation. As 
the tuberculous process advances, destruction of 
cartilaginous tissue may take place. The patient 
feels pain on swallowing and may refuse to take food. 

In infiltration there is almost always an increase 
in substance which strikes the eye by its redness and 
may be differently shaped according to its location. 
The edemas which appear in laryngeal tuberculosis 
are found chiefly on the epiglottis, the aryepiglottic 
folds, the arytenoid cartilages, and the vocal folds. 
In addition to the infiltration there are defects of 
the epithelium. The diagnosis of these defects may 
sometimes be facilitated by painting the suspicious 
parts with a 2 per cent solution of fluorescine, which 
causes ulcerations to take a greenish stain while the 
intact mucous membrane remains unstained. 

An especially mild form of tuberculosis of the 
larynx is lupus. 

The treatment of laryngeal tuberculosis includes 
general and local treatment. The general treatment 
is the same as the general treatment for tuberculosis 
of the lungs. In many cases a change in the patient’s 
occupation may be advisable. Constant contact 
with dusty air may favor the development of laryn- 
geal tuberculosis by causing constant irritation of 
the laryngeal membranes. Patients who are forced 
to talk a great deal and with great effort should seek 
an occupation in which fewer demands are made 
upon the larynx. 

Strongly spiced food should be avoided. When 
cwallowing causes pain, only liquid and soft food 
should be taken. Drinks should be neither too cold 
nor too hot. The author has been unable to deter- 
mine whether patients kept on the Gerson diet for 
a long time recover more quickly than others or not. 
Of special value in the treatment of laryngeal tuber- 
sulosis is vocal rest. Not only loud talking, but also 
whispering should be prohibited. The prevention 
of coughing is of special importance. 

In the local treatment the application of a 5 to 10 
per cent solution of mentholated oil has proved 
especially beneficial. With the patient phonating, 
the larynx erected, and the trachea protected by the 
closed glottis, 1 or 2 c. cm. of the oil are injected 
under control of the laryngeal mirror. Chaulmoogra 
oil injected in the same manner and quantity may 
also have a beneficial effect. Many laryngologists 
paint ulcerous processes with a 30 to 80 per cent 
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solution of lactic acid. Treatment with tuberculin 
is no longer widely used in cases of laryngeal tuber- 
culosis. 

The surgical treatment of laryngeal tuberculosis 
has undergone many changes. Formerly, trache- 
otomy and thyreotomy were frequently done for 
radical removal of the diseased parts. Occasionally, 
total extirpation of the diseased larynx was per- 
formed, but today this method has been generally 
abandoned. In some cases a slight curettage or 
treatment with the galvanocautery produces a 
psychic trauma from which the patient recovers 
with great difficulty. When the general resistance 
is good, even advanced tuberculosis of the larynx 
can be operated upon successfully, but when the 
general resistance is poor the use of the galvano- 
cautery on even a small local ulcer may be danger- 
ous. All laryngeal operations miy be done under 
local anesthesia. For the best possible anesthesia 
of the larynx it is advisable first to block the superior 
laryngeal nerve bilaterally. After this is done the 
patient will be only slightly disturbed by painting 
of the larynx with an anesthetizing solution. The 
surface anesthetic used by the author is a 2 per cent 
solution of pantocain. 

Circumscribed foci of tuberculosis, tumor-like and 
papiilary excrescences, and granulations on ulcers 
are best removed by curettage followed immediately 
by the use of the galvanocautery. Besides destroy 
ing the tuberculous tissue, the galvanocautery 
stimulates strong cicatrization. The surgical treat 
ment of tuberculosis of the epiglottis consists mainly, 
especially in advanced cases, of amputation of the 
epiglottis. This can be done with either the Schmidt 
or the Jurasz forceps, the Alexander guillotine, 
or the hot or cold snare. In electrocoagulation of 
the tuberculous larynx great care is necessary. The 
procedure may be followed by postoperative edema. 

Extralaryngeal operations are today avoided 
whenever possible in tuberculosis of the larynx. 
Curative tracheotomy may be considered only in 
cases of very serious laryngeal tuberculosis in which 
the lungs are affected very slightly and in cases with 
very serious dyspnea. Extirpation of the tuberculous 
larynx is an extremely serious operation. Cases of 
tuberculoma which cannot be treated endolaryn- 
geally may require thyreotomy. Leichsenring con- 
ceived the idea of blocking the recurrent nerve by 
alcohol injections. The paralysis of the nerve thereby 
produced lasts for about four weeks. 

Ultraviolet light has been used for thirty years. 
The direct rays from the sun, carbon arc lamp, and 
the cold quartz lamp have been employed in laryn- 
geal tuberculosis with distinct benefit. It is usually 
necessary to supplement this treatment with local 
treatment. 

Lymphocytic and leucocytic elements are radio- 
sensitive, being destroyed by very small doses of 
X-ray irradiation. Therefore the development of 
the connective tissue after X-ray treatment is based 
on the breakdown of the lymphocytes, which is sup- 
posed to stimulate cicatrization. X-rays produce a 
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‘stronger reaction at the site of the disease than any 
other unspecific stimulant. Roentgen irradiation is 
indicated in all chronic, progressive, stationary, 
latent, and productive forms of laryngeal tuber- 
culosis and contra-indicated in all acute progressive, 
progressive exudative, and mixed forms and all 
forms accompanied by stenosis and by serious dis- 
turbances of the general condition. 

While opinions differ as to the strength of the 
X-ray dose to be used, Hirsch believes that the 
optimum dose may be assumed to be between 5 and 
10 per cent of the skin erythema dose. 

The treatment is given best with a Coolidge tube, 
a focus-skin distance of 24 cm., from 20 to 25 ma. of 
current, a tube tension of 160 kv., and filtration 
with 4 mm. of aluminum or o.5 mm. of copper and 
1 mm. of aluminum. 

The best results from homogeneous treatment of 
the entire larynx are obtained by means of crossfire. 

The structure of the throat makes it possible to 
reflect the rays upon the entire larynx from two or 
three fields and from both sides, and to direct the 
central rays so that they meet the tuberculous larynx 
with considerable certainty. 

As the larynx of women is more sensitive to the 
X-rays during menstruation, it is advisable to inter- 
rupt the treatment during the menstrual periods. 
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Not much is known as yet regarding the effective- 
ness of radium in the tuberculous larynx. The best 
reactions are shown by circumscribed infiltrates, 
especially on the posterior wall of the larynx. Good 
reactions in ulcerations are more difficult to obtain. 

Dysphagia is best controlled by the use of dys- 
phagine, a combination of tutocain, anesthesine, 
and menthol. If this is unsuccessful, the induction 
of anesthesia of the superior laryngeal nerve by the 
injection of alcohol is necessary. The author injects 
1 c. cm. of an 80 per cent solution of alcohol with 1 
per cent procain into the superior laryngeal nerve 
before its passage into the cricothyroid mem- 
brane. To prevent the aspiration of saliva and food, 
it is best to avoid injecting both nerves on the same 
day. The anesthesia generally lasts for four weeks 
and may be repeated as desired. 

It is well known that tuberculosis of the larynx is 
more strongly influenced by pregnancy than tuber- 
culosis anywhere else in the body. Interruption of 
the pregnancy has a favorable effect on the condi- 
tion only if it is done early enough, that is, within 
the first three months. 

The prognosis of laryngeal tuberculosis is doubt- 
ful. It must be borne in mind that the laryngeal 
disease is only a part of a systemic tuberculous con- 
dition. ELIZABETH CRANSTON. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Toennis: Neurosurgical Remarks Regarding the 
Treatment of Injuries of the Skull and Their 
Late Sequelz (Neurochirurgische Bemerkungen 
zur Behandlung von Schaedelverleztungen und 
ihrer Spaetfolgen). Arch. f. orthop. Chir., 1934, 35: 
29. 

The author reports two cases of subdural hema- 
toma with an unusual clinical course and neurolog- 
ical findings. Both were cured by operation. In 
one, a torn vein, a branch of the right rolandic 
vein, was the source of the hemorrhage. 

Toennis next describes a method of treating late 
traumatic epilepsy. He disapproves of filling the 
cavity created by excision of the scar with fat. In 
the procedure he describes, periosteum is sutured 
to the border of the dura and the defect in the 
dura is not repaired. In cases of small bony defects, 
the bone around the defect is cut out with a saw in 
the form of a flap which is later replaced and fixed 
with wire sutures. In cases of large defects, the 
flap of skin and aponeurosis is placed directly over 
the defect without the previous transplantation of 
fascia. In the first case in which this method 
was used, which was operated upon two years 
ago, the results to date have been better than 


those of the transplantation procedure. 
(WANKE). Wittram C. Beck, M.D. 


Wanke: The Treatment of Open Skull Injuries and 
Their Results (Ueber die Behandlung offener 
Schaedelverletzungen und deren Ergebnisse). Arch. 
f. orthop. Chir., 1934, 351: 24, 31. 


Wanke discusses the results of the treatment of 
open skull injuries on the basis of 169 cases. He 
reviews the various types of such injuries, their 
course, and their dangers. He states that opinions 
differ as to the proper treatment chiefly because no 
extensive reports on open skull injuries have been 
published since the world war. 

Skull injuries sustained in civil life have a con- 
siderably more favorable prognosis than skull in- 
juries sustained in warfare because they come earlier 
under medical treatment and the primary wound 
treatment described by Barany, which is essentially 
the application of the Friedrich procedure to wounds 
of the skull and brain. The injury is followed immedi- 
ately by general swelling of the brain and cerebral ede- 
ma which threaten so-called primary prolapse. The 
latter complication is combated more easily and more 
safely by closed treatment. Much more serious is 
the local reaction, the softening of the focus of injury 
with danger of infection. In the beginning there is 
danger of acute and usually fatal suppurative men- 
ingitis, and later of septic softening with secondary 
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so-called malignant prolapse which often leads to 
secondary meningitis by ventricle perforation and, 
after weeks, months, or years, to the formation of 
a brain abscess. The meninges have a tendency 
toward acute infections, and the brain tissues toward 
latent chronic infections. When the closed treat- 
ment is used these complications are less frequent 
Heretofore, follow-up investigations regarding the 
late results of the Barany method were neglected. 
These are found to be entirely satisfactory. 

The cases reviewed by the author include cases 
which were treated by partial suture and the use of 
a drain or tampon. Most of them were treated be- 
fore or during the world war. The results of this 
method of treatment were decidedly less favorable. 
Nevertheless they were better on the whole than 
was to be expected, especially on the basis of the 
experiences in the war. In cases of open bone and 
dural injury without involvement of the brain the 
incidence of permanent recovery with restoration of 
the ability to work is 50 per cent, whereas in cases 
of open injury of the brain it ranges from 20 to 25 
per cent. (WANKE). Louts NEUWELT, M.D. 


Reichardt: Concussion and Contusion of the Brain 
(Hirnerschuetterung und Hirnquetschung). Arch. 
f. orthop. Chir., 1934, 35: 7, 31- 


Reichardt made a detailed study at autopsy of 
the brains of fifty persons who sustained a brain 
injury and died a number of years later of late 
effects of the injury or other causes. From this study 
extremely valuable information was obtained. 

Reichardt emphasizes that concussion and con- 
tusion differ from one another distinctly, both clini- 
cally and anatomically. Concussion is present only 
when a disturbance of consciousness begins imme- 
diately after the accident. It is a clinical syndrome 
which is apparently localized insofar as the mid- 
brain, the medulla oblongata, and the cerebellum 
are concerned. A pathological anatomy of concus- 
sion is not known. The condition is a special type 
of organic reaction by the brain. The diagnosis is 
merely provisional at first. Concussion may be the 
only effect of the injury upon the brain. Under such 
conditions the prognosis is always favorable. In 
other cases it may accompany traumatic changes 
which are far more difficult to judge. Late changes 
in the brain after concussion cannot be demon- 
strated. The author has not seen any cases of in- 
ternal hydrocephalus following concussion. The 
late diagnosis during life of a permanent traumatic 
injury of the brain due to contusion is a simple 
matter when neurological symptoms persist. How- 
ever, such symptoms are frequently absent. Under 
such circumstances, a subsequent psychopathologi- 
cal examination will often confirm the diagnosis 
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sufficiently. Of great importance is a careful analysis 
of the subjective complaints at the time of the late 
examination as well as of the acute subjective dis- 
turbances occurring soon after the injury. These 
have received too little consideration. 

Contusion of the brain is strongly suggested by: 

1. Disturbances of consciousness persisting for 
weeks in the absence of a concussion psychosis. 

2. Severe early organic hyperirritability during 
the disturbance of consciousness. 

3. Epileptiform attacks during the acute stage of 
the disturbance of consciousness. A differential 
diagnosis must be made from hemorrhage into the 
meninges. 

4. Incongruities between the loss of consciousness 
and true organic stupor. Stupor persisting for days 
is suggestive of brain contusion even when conscious- 
ness is lost for only a short time. 

5. An uncharacteristic gradually increasing pic- 
ture of cerebral pressure in the acute stage. A 
differential diagnosis must be made from cerebral 
compression. 

6. The lucid interval. A differential diagnosis 
must be made from compression, a harmless fainting 
spell, and an exaggerated psychic reaction. 

7. The character of the accident. An object trav- 
elling at high speed and striking the head at a small 
localized spot may cause a severe, permanent trau- 
matic injury of the brain without producing definite 
evidences of brain concussion. 

Heretofore, systematic clinical and anatomical 
studies to aid in the differential diagnosis particu- 
larly of permanent traumatic brain injuries have 
been lacking. These should include careful obser- 
vation and recording of the acute symptoms. The 
importance of the latter should receive more em- 
phasis in medical education. Better judgment of 
skull and brain injuries is essential. This is a par- 
ticular duty of the industrial associations who at 
times make use of questionnaires. An exact differ- 
ential diagnosis between concussion and contusion 
is of both scientific and practical importance. A 
basic separation of the two conditions seems justi- 
fied. (WANKE). JOHN W. BRENNAN, M. D. 


Glaser, M. A., and Shafer, F. P.: Epilepsy Second- 
ary to Head Injury. Arch. Surg., 1935, 30: 783. 


Trauma to the head is a well-known cause of 
epileptic seizures, but its relationship to epilepsy in 
a given case may be difficult to determine. Four 
questions of importance in the study of generalized 
traumatic epilepsy are discussed: 

1. Did the head injury cause the epilepsy? 

2. After a head injury, how far may one go in 
prognosticating the development or non-develop- 
ment of epilepsy? 

3. Is there any method of preventing the occur- 
rence of this sequela? 

4. Is there any method of therapy to be advised 
for generalized traumatic epilepsy? 

Epilepsy secondary to trauma may be divided into 
4 types: (1) focal epilepsy, (2) generalized epileptic 
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states, including both grand mal and petit mal, 
(3) ‘“‘hystero-epilepsy,” and (4) reflex epilepsy. The 
differentiation is not always absolute. There is sel- 
dom any question regarding the etiological réle of 
the preceding trauma except in cases of generalized 
convulsions. The authors deal chiefly with gener- 
alized convulsions, but discuss the 3 other types 
briefly. 

A review of 300 articles resulted in the collection 
of 65 satisfactory case reports. To these the authors 
add the records of 7 cases. They found a great dif- 
ference in the reported incidence of convulsions 
following trauma. The highest was 25 per cent, 
reported by Rawling. Careful analysis of the articles 
indicates that after the more severe head injuries 
the most probable incidence is about 2.5 per cent. 
Early convulsions must be associated with severe 
injury to the brain. Any case in which epileptic 
seizures of the generalized type develop within a 
period of several weeks after a minor injury should 
immediately be excluded from the post-traumatic 
group. In all of the reviewed cases in which gen- 
eralized epilepsy developed the injury was of great 
severity. Generalized epilepsy may develop within 
the first ten days, providing the head injury is ex- 
tremely severe. Fracture of the skull or loss of con- 
sciousness for a relatively long period occurred in all 
the reviewed cases. None of the patients had 
merely a slight laceration of the scalp. Except in 
the cases in which they developed in the first ten 
days, the generalized seizures usually developed 
from six months to two years after the injury. Less 
frequently, post-traumatic epilepsy developed from 
two to seven years after the injury, and only infre- 
quently from seven to twenty years after injury. 

In attributing the epilepsy to trauma all extra 
neous factors must be ruled out, particularly a his 
tory of convulsions prior to the trauma. In cases 
in which the first convulsion occurs at the time of the 
injury it is necessary to make certain that the 
injury did not occur as the result of an attack of 
idiopathic epilepsy. Convulsions developing in the 
first six months after minor head injuries should be 
considered of psychoneurotic origin. 

All of the pathological changes which have been 
observed are secondary to hemorrhage. The late 
effects are dependent upon degenerative adhesions 
or glial proliferation. If these changes were the cause 
of the convulsions there would be many more cases 
of epilepsy. Epilepsy occurs in only a small per- 
centage of cases of severe types of injury. In 10913 
Sauerback reported that in animals subjected to 
injury of the motor cortex smaller doses of cocaine 
were required to produce convulsions than in normal 
control animals. It is therefore likely that a head 
injury sensitizes the brain so that extraneous circum- 
stances may more readily produce convulsions. 

There is no method of preventing the occurrence 
of epilepsy other than the accepted methods of 
treating the original injury. 

Unless there is a special contra-indication encepha- 
lograms should be made in every case of post- 
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traumatic epilepsy as they may have definite 
therapeutic value. They may give information of 
value with regard to further treatment, in some 
cases indicating that open operation should be 
performed. Epwarp S. Piatt, M.D. 


Rugiero, H. R.: The Thalamic Syndrome (Sindrome 
taldmico). Semana méd., 1935, 42: 921. 


Rugiero reviews the anatomy and physiology of 
the thalamus and the historical development, symp- 
toms, and differential diagnosis of the thalamic 
syndrome. He refers to the five cases previously 
reported from the Argentine and adds a case of his 
own. In the latter the outstanding feature was 
absence of the typical Déjérine-Roussy syndrome 
although the entire left thalamus was destroyed by 
a small-cell glioma. Sensory disturbances were lim- 
ited to diminution in all modalities, and spontaneous 
or provoked pain was absent throughout the two 
years’ course of the disease. Motor disturbances 
(weakness and contractions in the right arm and 
leg and dysarthria) predominated. The patient be- 
came markedly demented. There was atrophy of 
the penis and testicles with the development of fat 
in the pubic region. In addition to the thalamus, 
the tumor involved the ventricular wall and, to 
some extent, the subthalamic region. 

The author discusses briefly the reason for the 
absence of sensory disturbances and queries whether 
it was due to complete interruption of the sensory 
fibers. He states that the mechanism of pain per- 
ception involves numerous factors not yet under- 
stood. Individual modes of reaction and interpreta- 
tion of sensations are very important for the occur- 
rence of the symptom. Apparently, destruction of 
the thalamus is only one of the multiple causes of 
sensory disturbances. In a few cases of thalamic 
lesion, verified by autopsy, pain was absent. The 
clinical deduction is that in an atypical syndrome 
of brain tumor with hemiplegic symptoms the ab- 
sence of anesthesia and pain is not sufficient to ex- 
clude the presence of a lesion limited to the thala- 
mus. 

The article contains illustrations and is followed 
by a bibliography. M. E. Morse, M.D. 


Ley, A.: A Contribution to the Study of Intra- 
- cranial Tumors of Mesenchymatous Origin, 
with the Report of Two Cases of Fibroblastoma 
of the Cerebral Hemispheres in Children Under 
Five Years of Age (Contribucién al estudio de los 
tumores intracraneales de origen mesenquimatoso, 
con aportacién de dos casos de fibroblastoma de los 
hemisferios cerebrales en nifios menores de cinco 
afios). Rev. de cirug. de Barcelona, 1935, 5:9. 


In early childhood tumors of the cerebral hemi- 
spheres are very rare, most tumors at this age being 
subtentorial. In a study of fifty-five cases of cere- 
bral tumor in children under five years of age, the 
author found that only 8 (14.6 per cent) of the neo- 
plasms involved the cerebral hemispheres. Three 
(37-5 per cent) of the latter were of mesenchymatous 
origin, 
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Ley reports two of the cases of tumor of mesen- 
chymatous origin in detail and shows the histological 
findings by photomicrographs. The first was that of 
a child three years old and the second that of a child 
four and a half years old. Both tumors were fibro- 
sarcomas. The first tumor originated from the 
leptomeninges and invaded the brain substance 
secondarily. The second apparently originated in 
the brain substance and became exteriorized com- 
paratively late. In the first case there was a history 
of dystocia from a large head, and the tumor was 
probably congenital. In the second case the child 
was apparently well until six months before death. 
This may have been due to involvement of a 
“silent area.” 

From the literature of the past ten years the 
author collected fourteen tumors of the same type. 
All showed the same microscopic structure, were 
localized in the hemispheres of the brain, occurred 
in children under five years of age, and ran a malig- 
nant course. Four of the patients recovered after 
radical surgery. In one case, operation was supple- 
mented by irradiation. Ley states that operation 
should be as radical as possible, the resection in- 
cluding not only the tumor but also the layer of 
nerve tissue immediately surrounding it. Radio- 
therapy should be used only in conjunction with 
surgery. AuprEY Goss Morcan, M.D. 


Weingrow, S. M.: The Trigeminocervical Reflex. 
Laryngoscope, 1935, 45: 375: 

The trigeminocervical reflex is a reflex of the cervi- 
cal muscles. It becomes abnormal in nuclear and 
supranuclear lesions as well as in lesions of the 
sensory division of the trigeminal nerve which forms 
the sensory arc of the reflex. It is elicited as follows: 

While one hand is palpating the muscles of the 
back of the neck, the nasal region, the forehead, or 
some other part of the face is tapped with the other 
hand. A contraction of the muscles may be felt by 
the palpating hand. This hand is then shifted later- 
ally, anteriorly, and to the opposite side while the 
tapping is carried out in one locality. 

In the normal individual the reflex is equal bi- 
laterally. Abnormal variations are found in dis- 
eases of the upper cervical segments, the brain stem, 
and the brain. Davip J. Impastato, M.D. 


Tortella, P.: Anastomosis of the Buccal and Facial 
Nerves (Nota sobre la anastomosis bucal-facial). 
Rev. de cirug. de Barcelona, 1934, 4: 82. 


Textbooks generally say that the buccinator 
muscle derives its motor innervation solely from the 
facial nerve and that if the buccal nerve supplies any 
fibers they are sensory. The author doubted this 
because he found in dissections that only a few 
fibers passed directly from the facial nerve into the 
mass of the buccinator muscle while many fibers 
passed from the buccal nerve into the muscle. To 
settle the question he carried out experiments on 
dogs. On dissecting the facial and buccal nerves out 
and stimulating them electrically, he found that 
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stimulation of the intact facial nerve caused an in- 
tense contraction, and stimulation of the buccal 
nerve a less intense but still very evident contraction 
of the buccinator muscle. When he sectioned the 
nerves to eliminate the possibility of reflex contrac- 
tion he found that stimulation of the peripheral head 
of the buccal nerve caused contractions as intense 
as before the section. 

He concludes that the motor innervation of the 
buccinator muscle is derived from fibers coming 
directly from the facial nerve, fibers coming from the 
facial nerve through anastomoses between the facial 
and buccal nerves, and motor fibers from the buccal 
nerve. There are free anastomoses between the 
buccal and facial nerves. A perivenous anastomosis 
is always to be found around the facial vein, and 
there is a variable number of anastomoses around 
Bichat’s fat-pad. In one case Tortella observed an 
anastomosis between the two nerves below the upper 
end of the zygomatic major muscle. He did not 
find the openings in the muscle for the passage of 
the nerves that have been described by some. On 
the contrary, he noted that the nerve fibers formed 
a sort of network around the muscle bundles. 

AupREY Goss MorGAn, M.D. 


SPINAL CORD AND ITS COVERINGS 


Juzelevskij, A.: The Surgical Treatment of Syrin- 
gomyelia; Its Critical Evaluation According to 
the Immediate and Late Results (Die operative 
Behandlung der Syringomyelie; ihre kritische Be- 
wertung nach den unmittelbaren und den Fern- 
resultaten). Deutsche Ztschr. f. Chir., 1935, 244: 503. 


In 1930 the author reported six cases of syringo- 
myelia and discussed the surgical treatment of the 
condition. With regard to the immediate results of 
operation he concluded that the spontaneous pains 
cease, muscular strength increases, and the anes- 
thetic zones become smaller. Since 1930 he has 
operated upon seventeen additional cases. On the 
basis of his own cases and eighty-one cases which he 
collected from the world literature he draws the 
following conclusions: 

The immediate results of the Puusepp operation 
for syringomyelia are, in general, good. However, 
no case has been cured by operation. Only more or 
less alleviation of some of the symptoms of the dis- 
ease has been achieved. This result is no better than 
that obtained by conservative methods of treatment 
or by mere release from work with consequent pro- 
tection from occupational injuries. The improve- 
ment resulting from the operation is not permanent. 
In the majority of cases the patient returns in his 
pre-operative condition after several months or even 
several weeks. Neither is it possible to prevent 
further development of the disease and aggravation 
of the symptoms by operation. 

Numerous manometric determinations of the 
pressure of the cerebrospinal fluid in syringomyelia, 
made in the syringomyelic cavities as well as in the 
subarachnoid space at the same level, showed the 
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same average values which did not exceed the nor- 
mal. In the lower cervical portion the pressure, 
measured usually with the patient in the recumbent 
position, was about 100 mm. of water above the 
atmospheric pressure. Therefore the theory that 
operation is indicated to reduce increased pressure 
on the spinal cord was disproved. 

The most recent clinical and pathologico-anatom- 
ical findings with regard to the etiology and patho- 
genesis of syringomyelia, the ‘‘dysraphia”’ concept 
of Henneberg and Bielschowsky, and the “status 
dysraphicus” concept of Bremer have provided no 
theoretical basis for the operation of Puusepp. 
When the disease process develops slowly and quiet- 
ly, it is advisable, especially when the requirements 
of the patient’s work are unfavorable, to refrain 
from operative intervention. Only in the rare cases 
in which the disease runs a stormy course because 
of malignant gliomatosis should operation be con- 
sidered in the hope of influencing the course of the 
condition favorably. 

(Cotmers). Lours NEUWELT, M.D. 


Fay, T.: Spinal Cord Tumors. Pennsylvania M. J., 
1935, 38: 603. 

The clinical manifestations which permit the early 
diagnosis and accurate localization of spinal cord 
tumors are discussed. Pain and paralysis are com- 
mon symptoms of spinal cord tumor. The pain is 
referred to the cutaneous periphery supplied by the 
root or roots involved or deep into their visceral 
components. It is frequently aggravated by cough- 
ing, sneezing, or changes in the position of the spinal 
column. Vasomotor disturbances in the involved 
segment are common. 

As an aid to early diagnosis the author recom- 
mends that the boundaries and direction of the radi- 
ation of the pain be mapped out on the patient. As 
a rule a vasomotor flushing may be seen over the 
area supplied by the involved nerve root. The vaso- 
motor changes have proved to be of early and reli- 
able aid. The skin below the level of involvement 
often has a high sheen like that of satin, whereas the 
skin above the root level involved suggests velvet in 
the light effect produced. 

Another test involving sensation consists in draw- 
ing a toothpick or safety pin over the skin when the 
patient’s eyes are closed. Above the level of root 
involvement the scratch is clearly recognized. Hy- 
peralgesia is present in the zone showing vasomotor 
changes. Below the vasomotor level the pain sense 
is usually distinctly diminished. 

A study of the scratch line produced may give a 
clue to the upper level of the lesion. In the normal 
area above the lesion the usual blush of the skin 
about the scratch line is noted. In the zone of vaso- 
motor disturbance a wide, rather wheal-like line with 
raised edges appears, whereas below the level little 
or no change in the skin is noted. 

A pilomotor response (Thomas’ sign) may be ob- 
tained by firmly pinching the deep structures below 
the border of the sternomastoid muscle at the base 
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of the neck. Following this procedure ‘‘ goose-flesh””’ 
will appear and will end abruptly at the level of the 
upper root involvement (vasomotor level). The 
skin surface below will remain smooth. The oppo- 
site side of the body should be tested in the same 
way. 

The author describes also a method for determin- 
ing the vasomotor level following the administration 
of pilocarpin. The level of spontaneous or induced 
sweating may show a clear zone of demarcation 
above or below the level of the tumor. 

Fay believes that the procedures described, in 
addition to the usual neurological examination, will 
demonstrate the location of a spinal tumor, and that 
the use of iodized oil for this purpose is unnecessary. 
He recommends the intravenous injection of 50 
c.cm. of a 50 per cent solution of glucose just prior 
to operation. The operation will be simplified and 
the loss of blood will be decreased if care is taken 
to carry out a periosteal separation of the muscular 
attachments from the spinous processes. In ad- 
dition, disarticulation of the lamine with resection 
of the base pedicles should be done to obtain wide 
exposure. 

Following this procedure a cast or brace is un- 
necessary. ROBERT ZOLLINGER, M.D. 


Black, W. C., and Faber, H. K.: A Blood-Vessel 
Tumor of the Spinal Cord in a Boy Aged 
Nine Years, with Special Reference to a New 
Diagnostic Syndrome. J. Am. M. Ass., 1935, 
104: 1889. 


Blood-vessel tumors and varices of the spinal 


cord are rare. Of the total number of sixty-three 
reported, about 10 per cent were purely arterial or 
presented an arterial component. The remaining 
go per cent were composed of about equal numbers 
of true neoplastic hemangiomas and venous dilata- 
tions. 

In a case of intradural venous blood-vessel tumor, 
probably a hemangio-endothelioma with asso- 
ciated varices, occurring in a boy aged nine years, 
the combination of the Froin syndrome, a negative 
Queckenstedt test becoming positive after with- 
drawal of spinal fluid below the lesion, and a pe- 
culiar distribution of iodized oil in droplets was 
observed. The authors suggest that this syndrome 
may be pathognomonic of subarachnoid varices and 
vascular tumors of the cord large enough to ob- 
struct the subarachnoid space. 

SAMUEL Kaun, M.D. 


Naffziger, H. C., and Jones, O. W., Jr.: Dermoid 
Tumors of the Spinal Cord: A Report of Four 
Cases, with Observations on a Clinical Test 
for Differentiation of the Source of Radicular 
Pains. Arch. Neurol. & Psychiat., 1935, 33: 941. 


_ Intradural epidermoid and dermoid tumors aris- 
ing from the conus medullaris and cauda equina are 
uncommon. Those reported have been classified 
variously according to the number of germ layers 
present. According to Ewing’s classification, tera- 


NERVOUS SYSTEM 239 


tomas are tumors composed of recognizable tissues 
and complex organs derived from more than one 
germ layer. Simple dermoids consist of epidermis, 
derma, and dermal glands. Epidermoid tumors lack 
definite dermal structures. They are usually con- 
sidered to be of traumatic origin, but certain well- 
defined forms of embryonic derivation are classified 
as cholesteatomas. 

The complex embryological development of the 
rectum, anus, and caudal end of the spinal cord and 
its appendages favors the formation of congenital 
anomalies and of embryological tumors belonging to 
the group under discussion. Dermoid tumors of the 
spinal cord usually occur along the midline from the 
cephalic to the caudal extremity and not infrequent- 
ly are associated with congenital anomalies. Four 
cases of tumor of the spinal cord of the cholestea- 
tomatous and dermoid type, all observed within a 
year, are reported in detail. 

A clinical test for the differentiation of radicular 
pain of intradural origin from extradural pain of a 
radicular type is described. The patient is placed in 
a comfortable position and when he is free from pain 
the cervical veins are compressed as in the familiar 
Queckenstedt’ test. As the intracranial and intra- 
spinal pressure above the level of the block is raised, 
the typical radicular pain is produced, presumably 
because the tumor is displaced sufficiently to cause 
traction on or irritation of a nerve root. In certain 
instances such pain may be experienced only on 
sudden release of the jugular compression. This test 
has been found of value also for tumors located in 
other regions of the cord and for gross lesions of 
various types. 

If the test is positive it furnishes presumptive 
evidence of the presence of a gross, space-consuming 
intradural lesion. It is so reliable that it is recom- 
mended as a definite diagnostic aid. 

In 1928, Viets reported that if the fluid is drained 
from below the level of the block in a case of tumor 
of the cauda equina, jugular compression will pro- 
duce intense pain in the segmental area and the area 
of pain will correspond to the uppermost root affect- 
ed by the tumor. 

Another sign of diagnostic value, which was pres- 
ent in two of the four cases reported, was the occur- 
rence of excruciating pain when the needle en- 
countered dural resistance at the time of lumbar 
puncture. Operation revealed a tumor anterior to 
the roots of the cauda equina which displaced the 
roots posteriorly against the dura so that they were 
immobile and under tension. The slightest pressure 
on the dura irritated the immobile nerve roots, caus- 
ing pain. This finding exp‘ained the pain produced 
by the lumbar puncture. After puncture, careful 
examination of the end of the needle may reveal 
fragments of tissue. ; 

Primary tumors of the spinal cord, spinal nerve 
roots, and spinal membranes frequently cause 
secondary bony changes which are demonstrable by 
X-ray examination. Camp, Adson, and Shugrue 
recently reported demonstrable bony changes in 
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from 15 to 20 per cent of cases of tumors arising from 
tissues within the spinal canal. 
Epwarp S. Piatt, M.D. 


SYMPATHETIC NERVES 


Hartung, A., and Rubert, S. R.: Roentgen Aspects 
of Sympathetic Neuroblastoma, with the Re- 
port of Two Cases. Radiology, 1935, 24: 607. 

Sympathetic neuroblastoma is discussed in a 
general way with regard to its pathological and 
clinical aspects and with special emphasis on the 
roentgen findings. The two cases which the authors 
report in detail show the high degree of malignancy 
of the tumor as manifested by rapid progress with 
the formation of diffuse metastases, and call atten- 
tion to the difficulty encountered in attempting to 
localize the primary site of the lesion before death. 

They are unique in that the roentgen examinations 

revealed the original tumor to be located in the lower 

cervical region and to have entered the chest and 
replaced the apex of the lung. In addition, they 
showed marked metastatic bone changes which 
were fairly characteristic. They demonstrate that 


a provisional diagnosis can be made on the basis 
of the symptoms, usually those of the metastases, 
which consist of supra-orbital swelling, proptosis of 
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the eye, and roentgen findings. Roentgen therapy 
failed to affect the tumors appreciably and produced 
no apparent change in the course of the disease. 


Rogers, L.: 
phagia by Sympathetic Denervation. 
Surg., 1935, 22: 829. 

Spasmodic dysphagia, anemia, and atrophic 
changes in certain mucous membranes constitute a 
well-known syndrome occurring in women. There is 
a tendency for patients with this condition to develop 
pharyngeal carcinoma. Hitherto the treatment has 
been symptomatic. It occurred to the author that 
the condition might be alleviated and the develop- 
ment of carcinoma prevented by relaxing the 
supra-esophageal sphincter and increasing the blood 
supply to the hypopharyngeal mucosa. It appeared 
that these desiderata could be accomplished by 
removing the sympathetic innervation of the 
sphincter and the lower part of the pharynx. Inves- 
tigation showed that the sympathetic component of 
the pharyngeal plexus is derived entirely from the 
superior cervical ganglion. Bilateral superior cervi- 
cal ganglionectomy seemed to be the procedure of 
choice. The author has performed this operation 
once. The results are as yet sub judice. 

Davip J. Iupastato, M.D. 


The Treatment of Spasmodic Dys-. 
Brit J 
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CHEST WALL AND BREAST 


McGehee, J. L., and Schmeisser, H. C.: Tuberculo- 
sis of the Breast. Am. J. Surg., 1935, 28: 461. 


The authors review the literature on tubercu- 
losis of the breast and report 8 cases which were 
found in a series of 447 cases of breast conditions 
treated at the General Hospital in Memphis, 
Tennessee. 

Uncertainty still exists as to the mode of infection 
of the breast. The theory that the involvement 
occurs by the lymphatic route is supported by the 
intimate relationship between the intramammary 
lymphatics and the axillary and mediastinal 
lymph nodes. However, infection by the hematog- 
enous route is not excluded. In most cases the 
breast involvement appears to be secondary. 

The differential diagnosis is difficult, especially 
in the early stage of the so-called primary form 
(that in which no other focus is demonstrable). 
Pre-operative irradiation followed by cautery knife 
excision and postoperative irradiation, is recom- 
mended. Jacos M. Mora, M.D. 


Todd, A. T., Scott, S. G., Coke, H., Finzi, N. S., and 
Others: Discussion on the Prevention and 
Treatment of Metastases in Carcinoma Mam- 
mz. Proc. Roy. Soc. Med., Lond., 1935, 28: 681. 


Topp believes that for successful results in cancer 
therapy it is necessary to take into consideration a 
defense mechanism such as he has observed in the 
natural growth of malignant neoplasms. He states 
that he developed the selenide method of treatment 
with the expectation of increasing such a mechanism. 
His method consists in impregnating the defense 
tissue with selenium colloids, activating the colloid 
by repeated small doses of X-ray irradiation, and 
then administering the radio-active colloid to obtain 
continuous activation. If the growth is not checked, 
further X-ray ionization is given. The dosage of 
irradiation and of colloid varies from case to case 
because the number of endothelial cells in the de- 
fense tissue is variable. Todd’s treatment for mam- 
mary metastases varies according to whether it is 
given in a case of neglected and inoperable primary 
growth, metastases after the usual incisional surgery, 
or a recurrence after radium surgery, or is admin- 
istered for prophylaxis after a supposed surgical cure. 
The technique and other factors in each type of case 
are described in detail and the results in twenty- 
seven cases are summarized. 

Scott also expresses the opinion that present-day 
radiotherapeutical and surgical methods limited to 
local treatment are inadequate for satisfactory re- 
sults in the majority of cases. He believes the only 
safe basis for treatment is the assumption that 


metastases have been formed in every case in which 
a diagnosis of cancer has been possible. The only 
practical means of influencing the formation of 
metastases by roentgen therapy is the use of rays of 
medium length over a large area of the body with 
the object of establishing some form of immunity or 
of raising the bodily resistance. He cites experi- 
mental evidence supporting this contention. He 
has designed apparatus for the administration of 
such ‘wide-field’? moderate irradiation which he 
has used for twelve years. He recommends this 
form of irradiation only as an after-treatment, i.e., 
treatment given after the primary growth has been 
dealt with by any means considered advisable. The 
constitutional effects obtained with it may be dem- 
onstrated by the vanadic acid test. Scott’s use of 
the method as controlled by this test is described at 
length. 

CoKE discusses various details of the vanadic acid 
test mentioned by Scott. It is a serological test 
permitting the demonstration of colloida) abnormali- 
ties in certain diseases, including cancer, by means 
of which various therapeutic methods, including 
roentgen irradiation, may be controlled in the 
attempt to correct such abnormalities. Trials with 
this test to date give hope that it offers'‘a means of 
maintaining the general defense mechanism of the 
organism. 

FINzI states that the formation of metastases can 
be prevented only by complete removal of the dis- 
ease. The so-called prophylactic treatment after 
surgical removal of the growth is in reality a treat- 
ment of possible small metastatic remnants. In the 
treatment of these metastatic remnants Finzi has 
found it necessary to give a full dose just as if obvious 
palpable metastatic deposits were present. He 
states that obvious distant metastases should be 
treated by full doses of penetrating roentgen rays, 
even if only for palliation. He doubts whether gen- 
eralized irradiation is of value when metastases are 
distributed throughout the body. 

WEBSTER briefly outlines the prevention and 
treatment of local, regional, and distant metastases 
from breast cancer by radiological methods on the 
basis of the generally accepted surgical point of 
view that cancer is a local disease which should be 
attacked locally or on the basis of the theory held 
by some that cancer is essentially a general disease 
with local manifestations. He believes that distant 
metastases may often be prevented by a suitable 
course of pre-operative or postoperative X-ray 
treatment to prevent “recurrence.” According to 
his experience, postoperative X-ray treatment im- 
proves, and may even double, the likelihood of a 
successful result from operation. Generalized 
methods of treatment such as total irradiation and 
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methods of chemical or gland therapy had so far 
produced very few good results in histologically 
proved cases. It appears to Webster that the well- 
authenticated claims for the direct methods of 
attack deserve first consideration when cure rather 
than palliation is attempted. 

LyNnuaM states that he has tried a number of in- 
jections in association with irradiation treatment of 
carcinoma, and though several of the colloids seem 
to be of value in certain cases none of them can be 
relied upon. He is of the opinion that judicious 
irradiation, which had been proved to cause the dis- 
appearance of metastases, contributes also toward 
preventing their appearance in cases in which recur- 
rence is expected. 

PHILLIPS reports his experiences in a number of 
cases in which he used the Todd method of treat- 
ment. In the main, he has found this method un- 
satisfactory and not curative. He questions the 
existence of ‘‘resistance”’ in cancer. He states that 
the less frequently the attempt is made to explain 
failures of treatment by attributing them to failure 
of the patient’s resistance and the more attempts 
are made to discover how best to attack the cancer 
cell, the more quickly will cancerous processes be 
controlled. In this connection he cites the fact that 
hard X-rays have been found to give fairly consist- 
ent results in cases in which the use of soft X-rays 
is unsuccessful. Apotex Hartunec, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Arnesen, A. J. A.: Further Experiences with the 
Puncture Treatment of Pleural Empyema 
(Weitere Erfahrungen mit der Punktionsbehandlung 
von Pleuraempyemen). Acta chirurg. Scand., 1935, 
76: 3809. 


The author has treated twelve cases of empyema 
following pneumonia and one case of bilateral 


staphylococcic empyema by puncture alone. Re- 
covery resulted in all. The ages of the patients 
ranged from two to seventy years, the number of 
punctures from two to seventeen, and the duration 
of the treatment from three to twenty-two weeks. 
Later punctures were combined with the aspiration 
of air which seemed to create a negative pressure 
with a very favorable effect on the dilatation of the 
lung. At every puncture the cavity was thoroughly 
emptied and then thoroughly washed out with sterile 
water, water to which a little tincture of iodine had 
been added, or a solution of rivanol. 


ESOPHAGUS AND MEDIASTINUM 


McGibbon, J.: The Esophageal Lesions Encoun- 
tered in Cases of Dysphagia with Anemia. J. 
Laryngol. & Otol., 1935, 50: 329. 

The group of symptoms known as the ‘“‘Plummer- 
Vinson syndrome” is characterized by glossitis, 
stomatitis, atrophic pharyngitis, and dysphagia 
associated with anemia. In most cases the anemia 
is of the secondary type, but the dysphagia may 
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occur in the course of pernicious anemia. Frequent 
ly there are also other pathological manifestations 
such as splenomegaly, koilonychia, achlorhydria, 
fissures at the angle of the mouth, malnutrition, 
nervousness, menstrual disorders, a brownish-yellow 
discoloration of the skin, and increased fragilit) 
of the red blood cells. 

The disease is of insidious onset and long duration 
It usually occurs in women of middle age. In men 
it is rare. 

Following a review of the literature the author 
reports seven cases in detail and describes the 
esophageal lesions found. He believes that the 
esophageal lesions may be regarded as manifesta- 
tions of a disease of which the underlying cause is a 
digestive or nutritional defect. The greater fre- 
quency of the disease in women than in men is 
probably due to the demands made by pregnancy 
and menstruation. SAMUEL Kaun, M.D. 


Nissen, R.: The Treatment of Functional and 
Organic Narrowings of the Esophagus and 
Cardia (Behandlung der funktionellen und or- 
ganischen Verengerungen von Oesophagus und 
Cardia). Schweiz. med. Wchnschr., 1934, 2: 1111. 


In cases of spasm of the esophagus the funda- 
mental cause of the spasms must first be determined. 
When the spasms are manifestations of a general 
increase of nervous irritability, atropin, rest, and 
suggestive therapy will be effective. Other spasms 
are reflex spasms caused by diverticula or ulcers of 
the esophagus, diaphragmatic hernias, tumors or in- 
flammatory conditions of the mediastinal cavity, 
aneurism of the aorta, or gastric or duodenal ulcer. 
Obviously, the underlying cause must be treated. 

Diverticula of the cervical portion of the esopha- 
gus are treated surgically. For the prevention of 
recurrences wide exposure and excision of the neck of 
the diverticulum are important. Traction diverticula 
at the level of the tracheal bifurcation are operated 
upon only when they have broken through into the 
respiratory tract. Under the latter conditions they 
give rise to the symptoms of a pulmonary abscess. 
After a preliminary gastrostomy, a two-stage opera- 
tion is performed according to the method of 
Sauerbruch. When, in cases of epiphrenic pulsion 
diverticula the cardiospasm cannot be relieved by 
conservative treatment, a transdiaphragmatic anas- 
tomosis between the diverticulum and the stomach 
is advisable. Esophageal ulcer usually heals when 
the esophagus is placed at rest for a sufficient length 
of time by gastrostomy. For true cardiospasm, 
dilatation of the cardia by the method of Starck is 
recommended. When this is unsuccessful, esophago- 
gastrostomy is justifiable. Heller’s operation is use- 
less. In most cases of congenital mega-esophagus 
the expulsive force of the esophagus is obviously in- 
sufficient. Anastomosis promises no definite results 
unless a true stenosis is present. Small hiatus 
hernias require no surgical treatment. Surgery is 
indicated for hiatus hernia only when there is a 
constant and marked protrusion of the stomach 
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through the diaphragmatic opening. Certain 
cicatricial stenoses may be dilated with sounds 
after preliminary gastrostomy. Plastic reconstruc- 
tion of the esophagus with a skin tube is necessary 
only when complete obstruction is found in the 
middle or upper thoracic portion of the esophagus. 
A few benign neoplasms of the esophagus can be 
removed successfully by operation (Sauerbruch). In 
cases of carcinoma, removal of the tumor is usually 
to be considered only when the lesion occurs in the 
cardia or the epicardial portion of the esophagus. 
Foreign bodies should be removed by an esophagosco- 
pic method whenever possible. If they have already 
caused peri-esophageal inflammation, the perfora- 
tion may be dilated by the endoscopic method 
described by Seiffert. Removal of foreign bodies by 
operation may be done from the neck down to the 
bronchial bifurcation and from the stomach upward 
for a distance of 21 cm. after forcible dilatation of the 
cardia. (A. BRUNNER). MATHIAS J. SEIFERT, M.D. 


Treer, J., and Ladislaus, F.: The Possibilities of 
Curing Severe Erosions of the Esophagus 
(Ueber die Heilungsmoeglichkeiten der schweren 
Oesophagusveraetzungen). Monatsschr. f. Ohrenh., 
1935, 69: 96. 

The authors state that old strictures of the 
esophagus will often permit only minimal dilatation 
or no dilatation at all. In their cases they have 
found that while, after energetic sounding, the 
permeability of the esophagus was at first increased, 
it later decreased or the esophagus became com- 
pletely obstructed. After the temporary improve- 
ment the patients neglected treatment and returned 
only after food became lodged and could not be re- 
moved. Following gastrostomy the ability to swal- 
low improved even when no attempts at dilatation 
were made after the operation. 

The authors attribute strictures which tend to 
become worse to inflammatory processes in the area 
of destruction. They assume that cicatricial tissue 
does not shrink, but either becomes resorbed or, as 
the result of constant irritation, becomes increased. 
In cases of severe erosions swallowing always causes 
irritation by pulling on the cicatricial tissue. When 
irritation due to the decomposition of food remnants 
or sounding is added, the cicatricial tissue does not 
decrease but becomes increased and narrows the 
esophageal lumen. 

Follow-up studies were made of fifty-one patients 
subjected to gastrostomy for severe erosions of the 
esophagus. Some of the patients who before the 
operation were able to swallow liquids only with 
difficulty or not at all, were able to swallow liquids 
two or three weeks after the operation and became 
able to swallow normally within nine months. Ir 
some of the patients complete closure of the esoph- 
agus occurred after temporary improvement. Eleven 
of the fifty-one patients died as the result of per- 
foration. Of these, eight died within two months. 

The authors divide their cases into three groups: 
(1) those in which gastrostomy was done in the first 
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or second month after the erosion, (2) those in which 
it was done within from three to eleven months, and 
(3) those in which it was done after from one to four 
years. Definite closure of the esophagus occurred in 
11.5 per cent of the first group, 33 per cent of the 
second group, and 54 per cent of the third group. 
Permanent stenosis therefore occurred less fre- 
quently the earlier the esophagus was placed at rest 
by gastrostomy. In children, up to nine years of age 
its incidence was 20 per cent, whereas in patients 
between sixteen and fifty years of age its incidence 
was 50 per cent. The authors ascribe the difference 
to the fact that, in adults, satisfactory nourishment 
requires earlier feeding by mouth and therefore the 
esophagus cannot be kept at rest as long as in 
children. They emphasize the importance of intro- 
ducing as large a tube as possible into the stomach. 
With regard to the treatment of destruction of the 
esophagus, the authors state that treatment should 
be begun early in every case of erosion. If normal 
permeability of the esophagus is not restored in two 
months, forcible dilatation must be done or, prefer- 
ably, gastrostomy should be performed and the 
patient fed exclusively through a tube for a period of 
months. (Von Scanzont). JOHN W. BRENNAN, M.D. 


Zeno, A., and Santanelli, L.: Simple Ulcer of the 
Esophagus (La ilcera simple de eséfago). Bol. 
Soc. de cirug. de Rosario, 1934, 1: 476. 


Simple ulcer of the esophagus is usually located 
in the lower part of the esophagus. Its characteris- 
tics are similar to those of other ulcers in the zone 
of acid gastric juice, such as peptic ulcer of the 
stomach and duodenum. Its cause is probably the 
same as that of peptic ulcer elsewhere. As islands 
of gastric mucosa are sometimes found in esophageal 
mucosa, acid juice may be secreted in the esophagus. 

The cardinal symptoms of simple ulcer of the 
esophagus are pain, dysphagia, and vomiting. In 
some cases there are no symptoms. High epigastric 
or retrosternal pain is usually relieved by alkalies. 
Dysphagia depends upon cicatricial stenosis. 

The diagnosis can be made with certainty only by 
esophagoscopic examination. The ulcer may be 
visualized as a flat lesion without annular infiltra- 
tion of the esophageal wall and without exuberant 
fungations. There is usually a zone of hyperemia 
around the rim of the ulcer. Important complica- 
tions are hemorrhage and perforation. 

The authors report two cases in detail. Both pre- 
sented the picture of an acute surgical condition of 
the abdomen and in both laparotomy was followed 
by death. The findings made at autopsy and on 
histological examination of the lesions are included 
in the report. Wituram R. MEEKER, M.D. 


Magaldi, B.: The Surgical Anatomy of the Organs 
of the Anterior Mediastinum (Anatomia chirur- 
gica degli organi del mediastino anteriore). Rev. 
di chir., 1935, 1: 82. 


Magaldi describes the surgical anatomy of the 
organs of the anterior mediastinum and reviews the 
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development of cardiac surgery. He discusses the 
indications, technique, and general results of peri- 
cardiocentesis, the different methods of pericardi- 
otomy, the extraction of foreign bodies, the treat- 
ment of cardiac wounds, valvolotomy, and opera- 
tions on the great vessels. He considers Brauer’s 
precordial thoracotomy the operation of choice in 
adhesive mediastinopericarditis. He states that the 
Volhard-Schmieden decortication is a very serious 
and difficult procedure which should be employed 
only with great caution. Phrenic exeresis has an 
encouraging future in a restricted field, i.e.,.cases in 
which normal cardiac function is prevented chiefly 
by pericardiodiaphragmatic adhesions. Pulmonary 
embolectomy is strongly indicated in recurrent 
cases with progressive aggravation and in cases of 
moderate severity in which the condition is usually 
preceded by signs of phlebitis. 

The author reports briefly a case of tuberculous 
pericarditis in a girl fifteen years old, in which re- 
peated pericardiocentesis gave an unexpectedly 
successful result. The patient recovered completely 
except for a partial pericardial symphysis which does 
not interfere with her normal household activity. 

M. E. Morse, M.D. 


MISCELLANEOUS 


Peirce, C. B.: Extrapulmonary Tumors of the 
Thorax. Radiology, 1935, 24: 467. 


Peirce describes briefly the various extrapul- 
monary and extramediastinal tumors of the thorax 
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and classifies them according to origin and location 
as follows: 

Tumors of the thoracic wall proper: (1) non- 
malignant primary neoplasms, such as lipomas, 
fibromas, myxomas, chondromas, osteochondromas, 
and angiomas; (2) malignant primary tumors, such 
as chondrosarcomas, osteochondrosarcomas, osteo- 
genic sarcomas, “giant sarcomas,” and myxo-angio- 
endotheliomas; (3) metastatic malignant neoplasms, 
such as carcinoma of the breast, osteogenic sarcomas, 
lymphoblastomas, myeloblastomas, and Ewing's 
endothelioma of the bone; and (4) ganglioneuromas 
and neurofibromas (von Recklinghausen). 

Tumors of the pleura: (1) tumors of extrinsic 
origin, such as metastatic malignancy, echinococcus 
cysts, tuberculomas, and fibrinomas; and (2) tumors 
of intrinsic origin, such as endotheliomas, and 
chondromas of the phrenic pleura. 

Tumors of other local origin which do not properly 
arise from the thoracic wall or pleura, but may cause 
roentgen changes by pressing upon or invading the 
wall or pleura: (1) aneurisms of the innominate 
artery; (2) newgrowths from embryonal rests; and 
(c) the so-called superior pulmonary sulcus tumor 
(which is probably a primary carcinoma of the pul- 
monary apex). 

In conclusion Peirce says that this series of tumors 
constitutes a most diverse and relatively rare group 
which may require extensive and critical study in 
conjunction with thorough roentgen examination for 
their differential diagnosis. 

J. Dantet WILLEMs, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Bombi, G.: Biliary Peritonitis Without Apparent 
Perforation of the Biliary Tract (La peritonite 
biliare senza perforazione apparente delle vie 
biliari). Arch. ital. di chir., 1935, 39: 425. 

Biliary peritonitis without apparent perforation 
of the biliary tract was first described in 1911 by 
Clairmont and von Haberer who formulated the 
hypothesis that the condition was due to certain 
pathological processes not detectable by ordinary 
macroscopic examination. Since the report of Clair- 
mont and von Haberer, several other cases have 
been recorded in the literature. 

Bombi reports two cases of this type of peritonitis. 
The first was that of a woman, forty-eight years of 
age who for twenty years had suffered severe epi- 
gastric pain which recurred usually during the fast- 
ing hours and was relieved by the ingestion of food. 
Cholecystotomy with drainage was followed by un- 
eventful recovery. 

The second case was that of a fifty-six-year-old 
woman with a history similar to that given by the 
first patient. Cholecystectomy was done. On his- 
tological examination of the gall bladder the mucosa 
at the site of a macroscopically visible herniation 


was found to be necrotic and to show retrogressive 
changes such as are usually observed in postmortem 


material. The submucosa was slightly infiltrated 
with lymphocytes, neutrophiles, eosinophiles, and a 
few erythrocytes. The muscularis was of normal 
thickness, but the circular layer was made up only 
of a few bundles with an interrupted and irregular 
arrangement. The subserosa showed the presence 
of a large thrombus. This area had undergone in- 
flammatory and necrotic changes, and at several 
sites showed an accumulation of bile pigment which 
proved that bile had passed through the wall. The 
serosa was markedly inflamed. The peritoneal meso- 
thelium had been destroyed and replaced by a thick 
fibrinous layer. The non-herniated portion of the 
gall bladder was essentially normal. 

It appears that biliary stones, cholecystitis, 
trauma, and certain rare pathological conditions 
such as carcinoma of the gall bladder are predispos- 
ing factors. In a few cases the bile was found to con- 
tain ferments of pancreatic origin as the result of 
some abnormality of the pancreas or its ducts. 

With regard to the pathogenesis the author states 
that there seems to be considerable doubt whether 
the filtration theory is correct. Many other sug- 
gestions have been offered, but the problem still re- 
quires further investigation. 

The symptoms are identical with those of a 
diffuse peritonitis. A differential diagnosis is im- 
possible. The condition is most often confused with 


peritonitis caused by a ruptured appendix or a 
perforating peptic ulcer. 

The prognosis is poor unless treatment is given. 
The treatment is always surgical and should be 
instituted early. The operation of choice is chole- 
cystectomy combined with drainage of the common 
bile duct, but cholecystotomy and simple drainage 
of the subhepatic region have also given satisfactory 
results. RicHARD E. Soma. 


GASTRO-INTESTINAL TRACT 


Pack, G. T., and McNeer, G.: Sarcoma of the Stom- 
ach. Ann. Surg., 1935, 101: 1206. 


The great majority of the malignant tumors of 
the stomach are carcinomas. The occurrence of 
lymphosarcoma, fibrosarcoma, myosarcoma, and 
neuro-sarcoma in the stomach is very rare. 

The authors report nine cases of sarcoma of the 
stomach which included four of myosarcoma, three 
of primary gastric lymphosarcoma, and two of 
generalized lymphosarcomatosis with secondary in- 
volvement of the stomach. 

The sarcomas constitute about 1 per cent of all 
gastric tumors. They occur with equal frequency 
in males and females. The average age of the 
authors’ patients was forty-six years. Some of these 
tumors are symptomless. In the greater number of 
cases there is no history of gastric distress. Symp- 
toms of obstruction are infrequent. Pain occurs 
only in the presence of mucosal ulceration. The 
average duration of the symptoms is nine and one- 
half months. As a rule it is impossible to differen- 
tiate a sarcoma from a carcinoma of the stomach 
by roentgen examination, but horizontal filling de- 
fects and the persistence of gastric peristalsis in the 
presence of a definite lesion suggest the former. 

The treatment of choice for localized tumors is 
partial gastrectomy. This is especially effective in 
the cases of exogastric sarcomas. Gastric lympho- 
sarcomas are extremely radiosensitive and usually 
respond favorably to well-planned irradiation treat- 
ment. Joun W. Nuzum, M.D. 


Costantini, A., and Ballarin, G.: Research on In- 
testinal Peristalsis. The Action of Various Salts 
Injected Intravenously (Ricerche sulla peristalsi 
intestinale: azione di vari sali iniettati endovena). 
Arch. ital. di chir., 1935, 39: 401. 


In reviewing the literature dealing with the action 
of sodium chloride and other salts on intestinal 
peristalsis, the authors describe the numerous ex- 
perimental methods employed in the past. They 
state that, when examined critically, most of these 
methods were imperfect and therefore yielded un- 
satisfactory results. 
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Costantini and Ballarin used young healthy rab- 
bits for their studies of the problem. All observa- 
tions were made through an abdominal celluloid 
window which permitted a good view of the entire 
intestinal tract. 

First, normal intestinal peristalsis was studied in 
a control animal. Subsequently ether anesthesia was 
used. It was found that immediately after the in- 
duction of the anesthesia the entire intestinal tract 
became markedly ischemic and peristalsis was com- 
pletely arrested. A moderate hyperemia then de- 
veloped and the intestine gradually resumed its 
peristaltic movement. Within ten minutes after re- 
moval of the mask, peristalsis was again normal. 

Atropine sulphate injected intravenously caused 
almost always an immediate arrest of all peristaltic 
movements. The small intestine usually resumed 
its movements after four or five minutes and the 
colon after fifteen minutes. 

Sodium chloride had a stimulating action only in 
high concentrations. Solutions less than normal had 
no effect. Sodium bromide, sodium thiosulphate, so- 
dium bicarbonate and glucose acted similarly. 

Potassium chloride in N/2 solution caused a 
complete arrest of intestinal movements which was 
followed by very active peristalsis. A N/4 solution 
caused no initial arrest, but very vigorous peristaltic 
movements. Magnesium salts acted similarly. 

Di-sodium hydrogen phosphate and sodium sul- 
phate showed an intermediate action in that they 
activated peristalsis in normal solution and, to a 
lesser extent, in dilute solution. 

Sodium fluoride, even in dilute solution, excited 
peristalsis, whereas calcium chloride always had an 
inhibitory effect upon it. 

The peculiar action of calcium chloride can prob- 
ably be explained on the basis of its sedative effect 
upon the nerve endings in the intestinal wall. This 
explains the purgative action of a few salts which, 
other conditions being equal, bind the calcium with 
the formation of difficultly soluble compounds. 

Sodium chloride, sodium bicarbonate, sodium 
thiosulphate, sodium bromide, and glucose were 
shown to be very active only in high concentrations. 
Although the specific action of these compounds can 
hardly be denied, it must be borne in mind that 
hypertonic solutions such as those used by the 
authors probably caused a disturbance of the 
osmotic equilibrium of the blood and that this dis- 
turbance itself may have acted as a stimulus to 
peristalsis. RIcHARD E. Soma. 


Nell, W.: Acute and Chronic Infrapapillary Duo- 
denal Ileus (Der akute und chronische infra- 
papillaere Duodenalileus). Med. Welt, 1935, pp. 
83, 122. 


The author considers the usual division of duo- 
denal obstructions into mechanical infrapapillary 
stenosis, megaduodenum, and arteriomesenteric ob- 
struction of the intestine unfortunate because it 
does not explain these confusing conditions. It 
appears to him much more correct to consider all 
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three conditions from the standpoint of the domi- 
nant sign, intestinal obstruction, without regard to 
the anatomical picture. He states that it is impor- 
tant to observe the onset of the disease. 

He does not discuss postoperative forms of duo- 
denal obstruction or congenital atresia, but de- 
scribes the functional disturbances which develop 
during life and are easily confused with other con- 
ditions because of their lack of characteristic symp- 
toms. Sometimes these functional disturbances de- 
velop on the basis of congenital anomalies such, for 
example, as the presence of a common mesentery. 
The latter permits torsion and kinking. As a rule 
there are repeated, thrust-like attacks before the 
occurrence of complete duodenal occlusion. The 
onset is therefore usually not characteristic, and 
even in the interval stage the diagnosis is very dilii- 
cult. However, there is one characteristic sign dur- 
ing the attack—distention of the upper part of the 
abdomen, which is sharply limited on the left side 
and below. When this appears, a roentgenogram 
taken immediately will often show the site of the 
obstruction. In contrast, intestinal obstruction 
from band formation usually occurs suddenly and 
without warning. Tumors and inflammatory ad- 
hesions less frequently cause infrapapillary stenosis. 
On the other hand, primary functional disturbances 
may cause kinking with duodenal stenosis secon- 
darily. This is difficult to differentiate from primary 
arteriomesenteric duodenal obstruction, but a 
stormy onset suggests the latter, whereas silent dis- 
tention of the gastroduodenal region with uncon- 
trollable vomiting suggests gastroduodenal atony. 
Apparently, a primary megaduodenum is possible. 
It can certainly be present without causing symp- 
toms. Ptosis and atony of the duodenum may also 
fail to cause functional disturbances. The symptoms 
usually appear in middle age. 

In conclusion, Nell describes the clinical picture 
of spastic gastro-intestinal obstruction. He states 
that Reischauer, who first called the condition by 
this name, attributed it to failure of function of the 
sympathetic nerve. The narrowed small intestine 
below the secondarily atonic duodenum is not col- 
lapsed but contracted. The initiating factor is be- 
lieved to be a postoperative or toxic spastic tend- 
ency. Spastic gastro-intestinal obstruction occurs in 
both an acute and a chronic form. The picture is 
extremely protean, and the differential diagnosis of 
the condition from other conditions which may 
affect the duodenal passage, such as cholecystitis, 
pancreatitis, and duodenal ulcer, is difficult. 

The author presents a brief discussion of the 
treatment. (W. MANDEL). LEO M. ZrmmMerRMAN, M.D. 


Minucci Del Rosso, L.: A Study of the Pathological 
Anatomy and Pathogenesis of Duodenal Di- 
verticula (Studio anatomo-patologico e patogene- 
tico sui diverticolo del duodeno). Policlin., Rome. 
1935, 42: sez. chir. 236. 


Two cases of perivaterian diverticula are reported 
The diverticula were discovered at autopsy and had 
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caused no symptoms. In the first case, that of a 
woman of sixty-one years who died of peritonitis 
secondary to pyelonephritis, there were two diver- 
ticula. In the second, that of a man sixty-eight 
years old who had a liver abscess, only one diver- 
ticulum was found. The histological picture in 
both cases was similar. The muscular coats of the 
intestine stopped abruptly at the entrance to the 
cavity, the walls of which were composed of sub- 
mucosa and a thin flat mucosa without glands. 
There were no signs of inflammation or neoplasm. 

The author reviews the history of duodenal diver- 
ticula and discusses their frequency, symptomatol- 
ogy, pathology, and origin. He believes that statis- 
tics as to their frequency are unreliable as undoubt- 
edly some of them are overlooked. Of 140 cases on 
record, the diverticula were discovered at operation 
in 50 and at autopsy in 90. In 60 other cases the 
diagnosis was made by roentgen examination. The au- 
thor summarizes 68 cases in which a duodenal diver- 
ticulum was found at operation or autopsy. The 
first of these cases was reported by Chomel in 1710. 

The pathogenesis of duodenal diverticula is 
obscure. The arguments for a mechanical origin 
are repeated through tradition but without con- 
viction, and should be definitely abandoned. The 
dysontogenetic theory is also open to objections on 
anatomopathological grounds. Diverticula of the 
duodenum are very probably congenital but differ- 
ent in origin from diverticula of the large intestine. 
The author’s tentative explanation of their for- 
mation is as follows: 

At about the third or fourth week of embryonic 
life, the duodenal anlage, while undergoing canaliza- 
tion, is acted upon by extrinsic mechanical forces, 
viz., compression by the pancreas and torsion of the 
umbilical loop. At the same time a small number 
of accessory cavities normally appear on the dorsal 
side of the second portion. The latter are usually 
transitory, but it appears probable that in certain 
cases the extrinsic factors mentioned may lead to 
their persistence and exaggeration. 

This hypothesis is strengthened by the facts that 
a very large percentage of duodenal diverticula are 
in relationship with the pancreas; the presence 
of pancreatic tissue in the walls of duodenal diver- 
ticula is not unusual; and go per cent of duodenal 
diverticula occur in the second and third parts of 
the duodenum. 

The article contains illustrations and statistical 
tables and is followed by a bibliography. 

M. E. Morse, M.D. 


Gardner, C. E., Jr., and Hart, D.: Enterogenous 
Cysts of the Duodenum. J. Am. M. Ass., 1935, 
104: 1809. 


The authors report a case of enterogenous cyst of 
the duodenum successfully treated by permanent 


internal drainage into the intestinal tract. In six 
similar cases collected from the literature the mor- 
tality was roo per cent. Three of the collected 
cases were treated surgically, two by external 
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drainage. In no case has the diagnosis been made 
before operation or autopsy. The symptoms are 
those of duodenal obstruction. As a rule a palpable 
mass is found in the right upper quadrant of the 
abdomen. The probable origin of the cyst is an em- 
bryonic diverticulum. Louis SPERLING, M.D. 


Prey, D., Foster, J. M., Jr., and Dennis, W.: Pri- 
mary Sarcoma of the Duodenum: Report of a 
Case. Arch. Surg., 1935, 30: 675. 


Primary sarcoma of the duodenum is extremely 
rare. Only sixty-one authentic cases have been 
reported in the medical literature. It is usually of 
the round-celled type, but spindle-celled sarcomas, 
myosarcomas, and melanosarcomas have been de- 
scribed. The tumor originates in the muscularis or 
submucosa and grows longitudinally, infiltrating the 
intestinal wall and transforming the bowel into a 
solid and rigid tube. It seldom encroaches upon the 
bowel lumen sufficiently to cause obstruction. UI- 
ceration of the tumor growth is rare as compared 
with careinoma. The sarcoma grows to an enormous 
size. Its average weight is 500 gm. It appears as a 
smooth, gray, cylindrical mass covered by serosa. 

The case reported by the authors was that of a 
man forty-eight years old who was admitted to the 
Denver General Hospital on March 13, 1933, witha 
history of persistent nausea and vomiting of three 
and one-half months’ duration. Recently everything 
eaten had been vomited. About one month before 
entering the hospital the patient became conscious 
of a non-tender mass in the upper part of the abdo- 
men. In the last three months he had had a weight 
loss of 20 lb. At no time had he passed tarry stools 

Physical examination revealed a palpable mass 
above the umbilicus extending into the right upper 
quadrant of the abdomen. The mass appeared to be 
the size of a grapefruit. It was movable, smooth, 
and very hard. Gastric analysis revealed no free 
hydrochloric acid. The total acidity was 5. On 
roentgen examination after a barium meal the 
stomach was found well filled and its greater curva- 
ture pushed upward from below by a rounded mass. 
The pylorus was normal. The duodenal cap showed 
dilatation due to an obstruction in the second por- 
tion of the duodenum. 

Operation disclosed a large mass the size of a 
grapefruit occupying the second and third portions 
of the duodenum and terminating abruptly at the 
duodenojejunal flexure. The mass was adherent to 
the pancreas posteriorly, and there were enlarged 
retroperitoneal glands. Removal of the tumor was 
impossible. The patient died April 27, about forty 
days after the exploratory laparotomy. Autopsy 
disclosed the presence of a large mass occupying the 
second and third parts of the duodenum and weigh- 
ing 695 gm. Microscopic sections showed the mass 
to be a lymphosarcoma primary in the duodenum. 

In conclusion the authors state that no case of sar- 
coma of the duodenum has been cured by operation. 

The article has an extensive bibliography. 

Joun W. Nuzum, M.D. 
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Pich, H.: Circumscribed Phlegmons of the Cecum 
and Their Treatment (Die umschriebene Phleg- 
mone des Coecums und ihre Behandlung). Beitr. 
2. klin. Chir., 1935, 161: 107. 


In the simplest form of non-specific inflammation 
of the intestinal wall, pericolitis, the wall of the 
intestine shows delicate deposits or indurated 
strands which are to be regarded as the sequele of 
an inflammation of the wall which has run its course. 
When the disease lasts for a considerable length of 
time the involved part of the large intestine takes 
on a tumor-like appearance and its lumen is defi- 
nitely narrowed by the thickening of thew all re- 
sulting from the chronic inflammation. The tumor- 
like formation occurs most frequently in the cecal 
region and often involves also the lowermost coils 
of the ileum. Clinically, the disease cannot be 
distinguished from a specific condition such as 
actinomycosis, tuberculosis, or cancer. It has been 
attributed to traumatization of the mucosa by 
foreign bodies or intestinal parasites and to meta- 
static infarction following septic systemic dis- 
eases or purulent bronchitis. In the majority 
of all non-specific inflammations of the large intes- 
tine a pathological change of the mucosa is to be 
regarded as the cause. 

The treatment of circumscribed phlegmons of the 
intestine must depend upon the extent and nature 
of the inflammation. All chronic inflammatory tu- 
mors of the large intestines must be removed as re- 
covery of the intestinal wall cannot be counted 
upon. Nordmann says that when the focus is small 
and circumscribed the intestinal wall may be sewed 


over it and the focus cut out. Phlegmons of greater 


extent require resection. Tamponade is to be re- 
jected. Phlegmons of the cecum and the ascending 
colon are to a great extent capable of spontaneous 
healing. The author observed spontaneous recession 
even in three cases in which the phlegmons had in- 
volved the intestinal wall to a considerable extent. 
He regards the routine performance of ileocecal re- 
section as too radical. In one of three of his cases in 
which healing occurred without resection an intes- 
tinal fistula formed, but was closed by operation 
later. (Von CANSTEIN). Harry A. SALZMANN, M.D. 


Truesdale, P. E.: Retroposition of the Transverse 
Colon. A Report of Two Cases. J. Am. M. Ass., 
1935, 104: 1697. 

Abnormal position of the intestinal tract is the re“ 
sult of some disturbance of migration, rotation’ 
descent, or fixation during embryonic life. Perhaps 
the rarest of all developmental anomalies of the colon 
is retroposition of the transverse colon due to in- 
verted rotation of the midgut during the tenth week 
of embryonic life. In the few cases reported in the 
literature the transverse colon dipped back into a 
tunnel behind the duodenum and superior mesenteric 
artery. Some constriction then caused intestinal 
obstruction, and the cecum and ascending colon 
became markedly dilated. Truesdale reports the 
following two cases: 
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Case 1. A woman forty-five years of age was ad- 
mitted to the hospital with severe abdominal colic. 
She gave a previous history of obstinate constipa- 
tion. Two days before she entered the hospital she 
had a severe attack of colicky abdominal pain which 
grew progressively worse. No results were obtained 
from enemas, and there was no bowel movement for 
forty-eight hours. When the abdomen was opened 
under the mistaken diagnosis of perforative ap- 
pendicitis, the proximal colon was found enormously 
distended. The cecum and ascending colon were 
greatly ballooned. The transverse colon disappeared 
in a tunnel behind the mesentery. Anterior to it 
were the duodenum and superior mesenteric artery. 
Complete obstruction of the transverse colon in its 
mid-portion and a torsion of the mesentery were 
discovered. The remainder of the colon from this 
point was completely collapsed. The cecum was 
needled and suction applied. The cecum was then 
withdrawn extraperitoneally and sutured into the 
wound but not opened. No neoplasm was found in 
the lower large bowel. The patient made a good re- 
covery from the operation. When she was dis- 
charged from the hospital twenty-five days after her 
admission the bowel movements were normal. 

Case 2. A woman forty-nine years of age was 
operated upon for the removal of a large pelvic 
tumor. The neoplasm proved to be an adeno- 
carcinoma of the left ovary. As a portion of the 
descending colon about 5 in. long was involved by 
the cancer secondarily, the descending colon was re- 
sected from the pelvic brim to within a few inches of 
the splenic flexure and colostomy was performed. 
One year later an anastomosis was made between 
the cecum and the rectum to re-establish the normal 
outlet of the colon and the ascending and transverse 
colon were resected. At this operation it was ob- 
served that the colon passed posteriorly behind the 
mesentery of the small intestine. It was necessary to 
pass the left half of the transverse colon through a 
tunnel posteriorly to remove it. The retrodisplaced 
transverse colon had caused no symptoms. 

Joun W. Nuzovm, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Teneff, S.: Hepatic Function in Relation to Opera- 
tion and Anesthesia in Surgical Affections in 
General and Diseases and Drainage of the 
Biliary Tract (La funzionalita epatica in rapporto 
all’ intervento ed all’ anestesia nelle malattie 
chirurgiche in genere, nelle affezioni e nel drenaggio 
delle vie biliari). Arch. ital. di chir., 1935, 39: 221. 


Teneff studied hepatic function before and after 
operation as manifested by alimentary hyper- 
glycemia, the retention of bengal rose, urobilinuria, 
and the amino-acid curve of the blood and urine 
after the oral administration of gelatin. With the 
exception of the urobilin determinations, which were 
begun the first day after operation, the postoperative 
tests were made from five to eight days after the 
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intervention. A few patients were studied during 
periods of from one to three months. 

The studies included eight patients with diseases 
of the digestive tract (appendicitis, gastric ulcer, 
tuberculous peritonitis, and duodenal and _ gall- 
bladder adhesions) and twenty with diseases of the 
biliary tract. The findings are presented in a table 
and the most instructive cases are reported in full. 
The results are discussed with the aid of graphs, 
tables, photomicrographs, and a bibliography. 

The patients with gastro-intestinal conditions 
showed more or less hepatic insufficiency. This was 
generally increased by operation. However, the im- 
pression was gained that it would eventually dis- 
appear after removal of the cause. 

Hepatic insufficiency was present before operation 
and increased by the operation also in the majority 
of the cases of disease of the biliary tract. The 
severity of the postoperative course ran parallel with 
the degree of insufficiency demonstrated before the 
operation. 

The appearance of hepatic insufficiency after 
operation or an increase of a pre-existing insufficiency 
is not due solely to either the anesthetic or the 
operation since both factors act simultaneously. The 
effect of an anesthetic or operation on the liver can- 
not be judged from the degree of postcperative in- 
sufficiency unless the pre-operative function is 
known. Hepatic insufficiency caused or aggravated 
by anesthesia or operation soon disappears or im- 
proves notably. If the causative factors are removed 
the condition of the liver may be much better than 
before operation. However, if operations are re- 
peated at such short intervals that the liver cannot 
recuperate in the interval, the functional condition 
of that organ may remain grave even when the 
primary cause of the insufficiency is removed. 

In calculous cholecystitis without stasis but with 
advanced hepatic insufficiency drainage of the 
biliary tract has no effect, whereas in obstruction of 
the common duct by stone and hepatogenous 
jaundice it is followed by marked improvement. In 
other words, liver function is improved by drainage 
only when the insufficiency is due principally to 
stasis of bile and not to factors causing profound 
injury of the structure of the organ. 

In the studies reported alimentary hyperglycemia 
was found of great importance for the evaluation of 
hepatic function and especially for determination of 
the operative prognosis. Determinations of the 
bilirubin content of the blood did not always give 
clear and consistent results, but when the content 
was high in the absence of stasis in the extrahepatic 
bile ducts the operative prognosis was unfavorable. 
The bengal rose test was reliable in all cases. The 
content of urobilin in the urine was of the greatest 
importance as an indication of transient or early in- 
sufficiency. When it was high, its surgical significance 
was very unfavorable. Its variations after operation 
gave a good indication of an unexpected and serious 
Increase of the insufficiency. Protein metabolism 
tests were found unreliable. The functional tests 


always agreed with the operative and autopsy find- 
ings. They left no doubt as to the operative prog- 
nosis; only a few of the most sensitive are needed 
for this determination. While no single test is suf- 
ficient for diagnosis and prognosis, the following com- 
bination is of value: alimentary hyperglycemia; 
retention of bengal rose; bilirubinemia; and daily 
elimination of urobilin. M. E. Morse, M.D. 


Ottenberg, R.: Painless Jaundice. 
1935, 104: 1681. 


Jaundice is of three types: (1) hemolytic, (2) toxic 
infectious, and (3) obstructive. 

Obstructive jaundice is practically the same as 
surgical jaundice, whether the obstruction is due to a 
stone, carcinoma, stricture, or external pressure by 
other causes. 

There is no sure method of distinguishing between 
obstruction and suppression of bile (liver-cell injury). 
For following the curve of bilirubinemia the icterus 
index is preferable to the quantitative van den Bergh 
test. A very high content of bilirubin in the blood 
occurs most often in hepatic degeneration. 

A high content of cholesterol and cholesterol esters 
in the blood usually indicates obstruction, but on 
rare occasions may occur in hepatic degeneration. A 
low content of cholesterol esters points to hepatic 
degeneration. 

A positive galactose-tolerance test indicates 
hepatic degeneration, but a normal test does not 
exclude that condition. 

The appearance of tyrosine in the urine in jaundice 
points to liver degeneration or malignancy. Large 
amounts point to acute liver autolysis. However, 
the absence of tyrosine in the urine has little 
significance. 

In surgical jaundice early operation is important. 
In medical jaundice, protection of the liver paren- 
chyma by a suitable diet and injections of dextrose 
is the essential treatment. SAMUEL Kaun, M.D. 


J. Am. M. Ass., 


Boyden, E. A.: The ‘‘Phrygian Cap’’ in Cholecys- 
tography, a Congenital Anomaly of the Gall 
Bladder. Am. J. Roentgenol., 1935, 33: 580. 


The author discusses the shape of the gall bladder 
in 165 individuals who were subjected to 200 series 
of cholecystograms—each series consisting of a large 
number of cholecystograms made to determine the 
reaction of a presumably normal gall bladder to one 
or more forms of physiological experimentation. 

Thirty (18 per cent) of these individuals showed 
marked kinking of the gall bladder, either between 
the body and infundibulum (24) or between the body 
and fundus (6). The kinking between the body and 
infundibulum, presumably occurring early in de- 
velopment through extreme modelling of the fossa 
vesice fellee, is believed to represent merely an 
accentuation or a minor variation of the normal pat- 
tern. The gall bladder with kinking between the 
body and fundus, in which the fundus is fixed and 
folded, is identified with the ‘“‘phrygische Mutze”’ of 
German pathologists, first described by Bartel in 
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1916. The author’s study indicates that it is the 
most common congenital anomaly of the human gall 
bladder. On the basis of new embryological studies 
this anomaly is subdivided into 2 main types: the 
concealed or retroserosal type, caused by aberrant 
folding of the epithelial anlage of the gall bladder 
within the embryonic fossa vesice fellee, and the 
serosal type, caused by aberrant folding of the fossa 
itself in early stages of development. In the second 
type the bend of the gall bladder is fixed by the de- 
velopment of fetal ligaments, vestigial septa, or con- 
strictions of the lumen following delayed vacuoliza- 
tion of the solid epithelial anlage. On the basis of 
physiological studies the author rejects the current 
European theory that the folded fundus of an other- 
wise normal gall bladder is a source of pain in the 
upper quadrant of the abdomen and therefore of 
indisputable clinical importance. 
MANuEt E. LICHTENSTEIN, M.D. 


Erdmann, J. F.: Malignancy of the Gall Bladder. 
Ann. Surg., 1935, 101: 1139. 


In this discussion the author does not include 
malignancy of the bile ducts or secondary or meta- 
static malignancy of the gall bladder. On the basis 
of his experience in about 3,000 operations on the 
gall bladder he believes it is best not to induce pa- 
tients to submit to gall-bladder operations by use of 
the cancer argument. He states that in employing 
this argument the surgeon must be certain that his 
operative mortality is less than the incidence of 
malignancy. 

The author’s records for a period of five years 
show 522 cholecystectomies and 3 cholecystostomies 
with 15 deaths, a mortality of 2.85 per cent. The 
incidence of malignancy was 1.14 per cent (6 cases), 
less than half the mortality of operation. The av- 
erage age of the patients with cancer was forty- 
eight years. 

In all of the author’s cases in which a carcinoma 
was discovered at operation for disease of the gall 
bladder, a stone or stones or biliary sand was found. 

Except in cases in which metastases are already 
present, there are no symptoms or signs upon which 
the diagnosis of carcinoma of the gall bladder can 
be based with certainty. 

The treatment of choice for primary carcinoma 
of the gall bladder is cholecystectomy when this is 
possible. Josep K. Narat, M.D. 


Pototschnig, G.: The Indications for, and the Re- 
sults of, External Choledochoduodenostomy 
(Anzeigestellung und Ergebnisse der Choledocho- 
duodenostomie externa). Deutsche Ztschr. f. Chir., 
1935, 244: 288. 

Among seventy-two operations on the common 
duct, eighteen choledochoduodenostomies were per- 
formed. The objections which have been advanced 
against choledochoduodenostomy were refuted. In 
the surgery of the biliary passages the procedures of 
choice are those which permit internal drainage. 
Choledochoduodenostomy is to be considered when, 
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after artificial dilatation of the papilla, simple suture 
of the common duct is either impossible or untrust- 
worthy. Other indications for this procedure are: 

1. The presence in the common duct of multiple 
calculi with an admixture of mucus and grit. 

2. Cicatricial narrowing of the lower portion of 
the common duct and chronic cirrhosis of the head 
of the pancreas. 

3. Suppurative cholangeitis. 

4. Accidental operative injury of the common 
duct. 

5. Idiopathic cyst of the common duct. 

6. External compression of the common duct. 

Of the eighteen cases of choledochoduodenostomy 
reported by the author, the operation was followed 
by death in two. In ten cases primary closure of 
the abdominal cavity was done. In one case a 
duodenal fistula occurred. In four cases, end-to-side 
anastomosis was done. The author states that the 
danger of backflow of intestinal contents into the 
common duct and therefore of ascending infection 
is apparently less common when choledochoduo- 
denostomy is done than when the gall bladder is 
used in the anastomosis. In only one of the cases 
reported did postoperative X-ray examination re- 
veal passage of the barium into the biliary passages. 
One female patient had attacks of cholangeitis 
after the operation. The author leaves unanswered 
the question as to whether these symptoms were 
due to the operation or weakening of resistance. 

(F. BernHArD). Harry A. SALZMANN, M.D. 


Gasbarrini, A.: Latent Adenocarcinoma of the 
Body of the Pancreas (Adenocarcinoma latente 
del corpo del pancreas). Policlin., Rome, 10935, 
42: sez. prat. 477. 


The case reported was that of a woman fifty-six 
years of age who, at the age of fifteen, had a mild 
attack of typhoid fever and when twenty years old 
developed anemia accompanied by a slight elevation 
of the temperature, pallor, extreme asthenia, dizzi- 
ness, and loss of weight. She never recovered from 
the latter condition in spite of treatment. 

As she had always been severely constipated, it 
had been her habit to take daily doses of a saline 
cathartic or senna. She stated that she often expe- 
rienced abdominal pain and that she had had an 
ascaris infection of several years’ duration. 

Shortly before her admission to the clinic she com- 
plained of diffuse abdominal pain. After she con- 
sulted a physician who treated her for colitis, the 
pain became localized mainly in the right side and 
she suffered severe nocturnal attacks accompanied 
by general malaise, a sense of fullness in the stom- 
ach, and marked asthenia. She noticed also an 
icteric tint of the skin and sclere and a darkening 
of the urine. 

Physical examination revealed marked emaciation, 
pronounced icterus, and a pitting edema over 
osseous surfaces. The tongue was coated and dry 
There was a pleural effusion on the right side, and 
deep palpation of the abdomen revealed the presence 
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of an irregular, indurated, and tender mass extending 
from the region of the epigastrium to about 3 cm. 
from the umbilicus. Ascitic fluid was present and 
the liver and spleen were moderately enlarged. 

While the patient was in the hospital the jaundice 
deepened, the stools became acholic, and there were 
three attacks of severe nocturnal colicky pain 
localized under the right hypochondriac region and 
in the right flank. She was never nauseated and 
never vomited. 

X-ray examination revealed no lesions referable 
to the gastro-intestinal tract or the head of the 
pancreas. 

On the basis of the history, clinical picture, and 
laboratory findings and after definite exclusion of 
hemolytic jaundice, the author considered the pos- 
sibility of an obstruction along the biliary passages, 
probably at about the level of the hepatic ducts. 
He concluded that the obstruction was due to a 
carcinomatous growth in the body of the pancreas 
and that pleural effusion was the result of trans- 
diaphragmatic metastases. 

The patient died some time later. Postmortem 
examination disclosed a large neoplastic growth 
involving mainly the body of the pancreas; metas- 
tases along the suprapancreatic, pre-aortic and retro- 
gastric lymph glands and along those accompanying 
the hepatic and common ducts; and transdiaphrag- 
matic metastases to the pleura and the base of the 
right lung. 

Histological examination confirmed the diagnosis 
of adenocarcinoma of the body of the pancreas. 

RICHARD E, Soma. 


MISCELLANEOUS 


Pozzi, A.: ‘‘The Coin Test’’ in Pneumoperitoneum 
(Il ‘‘segno del soldo’”’ nel pneumoperitoneo). Poli- 
clin., Rome, 1935, 42: sez. med. 197. 


The value of the coin test in pneumoperitoneum 
was recognized by the author as the result of an 
accidental observation in the case of a patient with 
amebic dysentery and an ulcer perforating into the 
peritoneum. In this instance, application of the 
coin anteriorly and auscultation posteriorly deter- 
mined the diagnosis, which was corroborated by 
roentgen examination and laboratory reports. 

In examination of the thorax, the test is essentially 
that of Pitres and Trousseau. It consists in apply- 
ing a coin to the chest, striking it with another 
coin, and at the same time auscultating on the op- 
posite side of the chest. In the presence of air- 
containing cavities the sound is a metallic tinkle. 
This is constant in a zone containing gas, fails to 
occur when there is exudation, and recurs when the 
liquid is absorbed. In the abdomen the test is per- 
formed in the same way and the sounds are similar 
to those heard in the chest. 

In ten cases in which the author produced arti- 
ficial pneumoperitoneum he found that the test was 
most characteristic after the injection of from goo 
to 1,000 c.cm. of air, when the roentgen image was 
most indicative of air 

In the simple meteorism of pneumocolon the signs 
of the coin test follow the course of the colon, while 
in pneumoperitoneum they are diffuse over the ab- 
dominal wall. CLARA RAVEN. 





GYNECOLOGY 


UTERUS 


Guthmann, H., and Atzert, W.: Operation or 
Irradiation Treatment of Myoma? A Report 
on Clinic Cases Treated in the Period from 1920 
to 1930 (Operation oder Strahlenbehandlung der 
Myome? Ein Bericht ueber die in den Jahren 1920- 
1930 behandelten Faelle der Klinik). Monatsschr. 
f. Geburtsh. u. Gynaek., 1935, 98: 321. 


The authors discuss the advantages and disad- 
vantages of irradiation and surgical treatment of 
uterine myomas on the basis of 150 cases. Two 
hundred and thirty-five of the patients were treated 
by irradiation, 185 by operation, and 71 by non- 
specific measures. Of the 335 treated in the period 
between 1920 and 1930 and followed up, 188 were 
treated by irradiation by various methods, 155 were 
operated upon by various methods, and 32 received 
non-specific treatment. The end-results in those 
treated by operation and those treated by irradia- 
tion were almost the same when the permanent 
amenorrhea induced by irradiation is compared with 
that produced by complete removal of the uterus 
and the temporary amenorrhea induced by irradia- 
tion is compared with that induced by partial opera- 
tion. 

The primary mortality in the operatively treated 
cases was 4.8 per cent. The symptoms secondary 


to the treatment for myoma were symptoms of 
genital insufficiency, obesity, and difficulties in 


sexual intercourse. Even as regards the signs of 
genital insufficiency the results of irradiation and 
surgical treatment were similar. The frequency of 
such symptoms after complete removal of the 
uterus and both ovaries and after the induction of 
permanent amenorrhea by irradiation was approxi- 
mately 87 per cent. When 1 ovary was left, the re- 
sults with respect to these symptoms were more 
favorable. The authors attribute great importance 
to psychic phenomena in the occurrence of such 
symptoms. 

The gain in weight was the same after both sur- 
gical and irradiation treatment. First there was the 
gain in weight due to convalescence. In 5 per cent 
of the patients who were treated by irradiation as 
well as of those treated surgically this gain in weight 
was pathological. 

The incidence of difficulties in sexual intercourse 
due to involutional changes was 13 per cent after 
irradiation and 14 per cent after operation. 

On the basis of these findings the authors con- 
clude that the treatment for myoma must be based 
on the requirements of the individual case. In the 
choice of treatment it is necessary to consider the 
type of the myoma (subserous, intramural, sub- 
mucous, intraligamentary), complications, the age 
of the patient, the importance of preserving menstru- 


ation, the patient’s ability to conceive, endocrine 
disturbances, and nervous disturbances. ‘he 
authors believe that irradiation and operation should 
be used in conjunction with each other. 

(F. A. Want). Harry A. SALZMANN, M.D. 


EXTERNAL GENITALIA 


Ruffel, Z.: A Case of Melanoblastoma of the Vulva 
(Ein Fall von Melanoblastom der Vulva). Zentralil. f 
Gynaek., 1935, p. 326. : 

A nullipara seventy-eight years old who entered 
the hospital with cachexia and cyanosis gave a his- 
tory of recent irregular, slight hemorrhages which 
had ceased, and gradual swelling of the labia. Three 
days after her admission she died. The findings of 
the examinations made before and after death in- 
cluded small tumor nodules up to the size of a pea 
in the cerebral cortex and the bone marrow, a very 
large number of brownish-black and mottled nodules 
up to the size of a cherry in the lungs, black “ pearl- 
necklace-like”” nodules in the costal pleura, and 
nodules in the cardiac muscle, pericardium, pharynx, 
esophagus,: liver, gall bladder, spleen, adrenals, 
stomach, intestines, pancreas, uterus, ovaries, and 
bones. 

At the site of insertion of the prepuce of the clitoris 
and on the inner surface of the labia minora there 
were thick indurations with ulcers, the bases of 
which were grayish and black. The swollen labia 
minora projected beyond the labia majora. The 
entire vulva was studded with small black nodules. 
Some of the cells were free from pigment whereas 
others were so full of pigment that the shape of the 
cells was not recognizable, the nucleus and cell body 
were hidden, and the pigment had spread outside 
the cell. The cells varied considerably also in other 
respects. Staining disclosed a very dense reticulum 
which ceased near the squamous epithelium and 
extended into the papilla with only a few fibers. 
Large portions of the vulvar tumor were necrotic, 
especially in the deeper parts. The lacune of the 
corpora cavernosa of the clitoris were filled by tumor 
cells. The large blood vessels also contained tumor 
masses, and the inguinal glands showed metastases 
The tumor of the vulva was regarded as primary 
because it was the largest nodule. 

(R. Meyer). Wrttam C. Beck, M.D. 


MISCELLANEOUS 


Allen, E. B.: Menstrual Dysfunctions in Disorders 
of the Personality: Their Nature and Treat- 
ment. Endocrinology, 1935, 19: 255. 

One hundred and fifty patients at the Blooming- 
dale Hospital, White Plains, N. Y. were selected for 
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a clinical study of the relation of menstrual disorders 
to functional mental illness and the effect of treat- 
ment, especially endocrine treatment, for their relief. 
These patients were divided into the following 4 
groups according to psychiatric diagnosis: (1) 54 
with manic-depressive psychoses, (2) 54 with 
schizophrenic psychoses, (3) 21 with psychoneuroses, 
and (4) 21 with miscellaneous conditions consisting 
of psychopathic personalities and psychoses asso- 
ciated with somatic disease. 

Many of the patients in acute states of excite- 
ment were menstruating when they entered the 
hospital. Seventy-six per cent of the manic-depres- 
sives were menstruating on admission or men- 
struated within a week, while only 46 per cent of 
the schizophrenic group were menstruating on ad- 
mission or menstruated within a week. In the manic- 
depressive patients there was a definite correlation 
between the degree of activity, with its associated 
mood, and the amount of menstrual flow. Of 34 
patients observed in the manic phase, few showed 
any interruption in their menstrual periods. The 
more intensely excited manics occasionally skipped 
a period. 

The most characteristic reaction of the 43 patients 
observed in the depressive phase was amenorrhea, 
which was directly associated with the duration of 
this phase and the intensity of the mood. As the 
depression became more pronounced, the intervals 
between the periods became longer and the flow be- 
came scant and of shorter duration. Finally a 
period of amenorrhea intervened. The degree of 
psychomotor retardation appeared to be the essen- 
tial index of whether the menstrual periods were to 
be delayed or absent. 

In the psychoneurotics, dysmenorrhea was a most 
distressing symptom. Those who were markedly de- 
pressed and displayed suicidal tendencies generally 
had amenorrhea over periods ranging from one 
month to a year. This was similar to the reaction 
noted in the acute depressions. When menstrual 
irregularities occurred, a tendency toward schizo- 
phrenic traits was evident. 

Menstrual dysfunction is only one of many 
physiological ways in which the endocrine system 
expresses emotional disturbance in a disordered per- 
sonality. If the emotional stress is reduced, the 
menstrual dysfunction will be corrected without 
specific drug therapy unless there is some underlying 
endocrine or structural disease. While such disease 
may be present, it is exceedingly rare in functional 
disorders of personality. 

Treatment directed toward improving the general 
health and alleviating emotional distress was pro- 
ductive of the best results in menstrual dysfunctions 
associated with disorders of personality. In no case 
did endocrine therapy directly shorten the period 
of amenorrhea or increase a diminished menstrual 
flow. In cases of dysmenorrhea and of profuse or 
prolonged menstruation, antuitrin-S gave subjective 
relief and appeared to diminish the flow, but did not 
shorten the period. ALBERT W. Hotman, M.D. 


Weibel, W.: Non-Venereal Infectious Processes in 
the Female Genital Organs (Ausgewaehlte 
nichtvenerischer Infektionsprozesse am weiblichen 
Genital). Muenchen. med. Wcehnschr., 1934, 1: 430. 


Weibel reports his experiences with certain non- 
venereal infections of the female genital organs. He 
first discusses the diagnosis and treatment of genital 
tuberculosis. He states that this condition is much 
more common than is generally believed. The diag- 
nosis of adnexal tuberculosis can be made easily 
when ascites is present, but cannot be based entirely 
on the well-known nodules in the pouch of Douglas. 
In a doubtful case the author facilitated the diag- 
nosis by performing a posterior celiotomy and in- 
specting and palpating the pouch of Douglas. He 
considers curettage of the uterus dangerous as in 1 
case he saw it followed by a fatal miliary dissemina- 
tion. He states that while the cervix is very rarely 
involved in genital tuberculosis, he has seen 2 cases 
of cervical involvement. 

For the treatment of genital tuberculosis in the 
female, Weibel first recommends heliotherapy and 
roentgen irradiation, the latter in frequently repeat- 
ed, not too massive doses. He states that the amen- 
orrhoea which may result from the roentgen irradia- 
tior. is only of advantage as women with genital 
tuberculosis are usually sterile. Exploratory laparot- 
omy is occasionally necessary, but extensive inter- 
ventions should never be undertaken as they are 
associated with the danger of intestinal fistula 
formation. 

Weibel next discusses manual separation of the 
placenta in the presence of fever. He cites the 
statistics of Katz, Heidler, and Steinhardt and those 
published by himself from Prague. In order to 
eliminate the error inherent in statistics based on 
small numbers of cases, he combined the 3 series of 
statistics after discussing them individually. There 
were 131,794 labors with manual separation of the 
placenta in 1,762 (1.3 per cent). One hundred and 
seventy-three (10 per cent) of the placental separa- 
tions were done in the presence of fever. The un- 
corrected mortality in the cases of placental separa- 
tion in the presence of fever was 16 per cent (28 
deaths) and the corrected mortality, 8 per cent (14 
per cent). This mortality indicates that complete 
vaginal extirpation of the uterus without previous 
attempts at separation of the placenta is absolutely 
justified. Removal of infected remains of the pla- 
centa is also extremely dangerous, as is shown by a 
case with a fatal course. Even careful digital re- 
moval of loosely attached placental remnants is 
sufficient to cause a fatal infection. From the fatal 
termination in his case the author concludes that 
even in the cases of very young women total vaginal 
extirpation of the uterus should be done when there 
is partial or total retention of the placenta in the 
presence of uterine infection. He states that the 
morbidity of manual separation of the placenta in 
the presence of fever ranges from 42 to 62 per cent. 

Weibel next discusses the treatment of febrile 
abortion. He states that the usual classification into 
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afebrile, febrile, and complicated cases is insufficient 
as the complicated cases may be afebrile or febrile 
and complicating changes of the most varying char- 
acter may be next to the uterus. The problem as to 
whether febrile abortion should be treated actively 
or conservatively is a subject of dispute. There are 
good arguments for both types of treatment. The 
author has changed from active to conservative 
treatment. In his cases of febrile abortion treated 
by purely conservative measures the mortality was 
4.2 per cent whereas in afebrile cases it was only 0.44 
per cent. In cases of febrile abortion operated upon 
primarily the mortality was 3.4 per cent, whereas in 
193 cases in which the patient was first kept under 
observation for a while and then treated surgically 
there were no deaths. In complicated cases of 
febrile abortion the mortality was 6 per cent, whereas 
in complicated cases of afebrile abortion there was 
no mortality. 
(H. StrEDENTOPF) Louis NEuwELT, M.D. 

Bierman, W., and Horowitz, E. A.: The Treatment 

of Gonorrhea in the Female by Means of 

Systemic and Additional Pelvic Heating. J. 

Am. M. Ass., 1935, 104: 1797. 


Bierman and Horowitz have found that elevation 
of the systemic temperature with the simultaneous 
addition of pelvic heat constitutes a rapidly effective 
method of treating gonorrhea in the female. Its 
value is based on the fact that the gonococcus can be 
killed by temperatures that are not injurious to body 
tissues. 

The authors review the cases of twenty-three 
female patients with gonorrhea whose subsequent 
course they were able to follow closely. Ten of these 
patients had had previous local chemical treatment 
which failed to cause disappearance of the gonococci. 
In eighteen of the twenty-three cases there was 
salpingitis. In six, this was in the subacute stage, 
and in twelve, in the chronic stage. In all of the 
cases with salpingitis gonococci were found in the 
smears of the secretions obtained from the cervix. In 
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nine, they were found also in the urethra. Of the five 
patients without salpingitis, two had gonorrhea] 
arthritis; one, acute cervicitis only; one, urethritis 
with bartholinitis; and one, gonorrheal cervicitis, 
urethritis, and proctitis. 

In the authors’ technique, pelvic diathermy is em 
ployed while the patient lies within a hood contain- 
ing carbon filament lamps. The additional use of a 
cabinet surrounding the body which contains 
photothermic lamps causes a rapid elevation of the 
general temperature because of the prevention of 
heat loss from the body and the introduction of 
further heat energy into it. This combined use of 
heat by diathermy and photothermy is usually 
sufficient to cause elevation of the systemic tempera- 
ture to from 105 or 106 degrees F. within one and 
one-half hours. The vaginal temperature is then 
easily raised to 111 or 112 degrees F. These tempera- 
tures are maintained for from three to four hours. 
The treatment is painless, but there is discomfort 
from the systemic fever. 

Constant watchfulness throughout treatment is 
imperative. In nineteen of the twenty-three cases 
reviewed an average of less than three treatments 
caused complete disappearance of the gonococci. In 
two of the remaining cases the cervix was freed from 
gonococci after two treatments, but not the urethra. 
In these two cases coagulation of Skene’s ducts 
cleared up the urethra. A case of cervicitis treated 
once was not freed from gonococci. In one case re- 
infection of the urethra occurred from a persistent 
gonorrheal proctitis. Patients with salpingitis or 
urethritis were relieved from pain after one or two 
treatments. Abnormal discharges rapidly ceased. 
Inflammatory masses subsided, but in five of the 
eighteen cases of salpingitis some adnexal enlarge- 
ment persisted. 

As the treatment is strenuous, patients with 
cardiovascular or pulmonary disease should not be 
subjected to it. In none of the authors’ cases were 
there any serious ill effects. 

ALBERT M. VOLLMER, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Eymer, H.: The Early Diagnosis of Extra-Uterine 
Pregnancy (Die Fruehdiagnose der Extrauterin- 
graviditaet). Med. Welt, 1934, p. 615. 


The early recognition of tubal pregnancy is of 
special importance to the general practitioner, for if 
the condition is not recognized early it may lead to 
serious complications and improper treatment may 
have serious consequences. Extra-uterine pregnancy 
is relatively frequent. In the 15,000 obstetrical 
cases in Heidelberg in the last sixteen years its 
incidence was 3 per cent. Recently an increase in 
its frequency has been noted. 

The author discusses the differential diagnosis in 
great detail. He states that recognition of an undis- 
turbed ectopic pregnancy is usually impossible. The 
first symptoms of a disturbed ectopic pregnancy are 
bleeding and characteristic laterally located pains. 
When the history is taken the patient should be 
especially questioned regarding such symptoms. 
The findings of examination are often vague. Ex- 
amination under anesthesia is advisable only in the 
course of preparation for operation as it may cause 
severe hemorrhage. If a mole has developed, it is 
often palpable as a soft, friable, and always uni- 
lateral tumor in contrast to the elastic and often 
bilateral tumors of inflammatory origin. The latter 
usually cause persistent pain, whereas the pain of 
tubal pregnancy is usually of a cramp-like char- 
acter. Typical of mole are rapid fluctuation in size 
and a tendency to extend posteriorly which may 
suggest retroflexion of a pregnant uterus. 

Eymer does not recommend colpopuncture as it 
does not always aid in the diagnosis, other conditions 
causing similar bleeding, and it is associated with 
great danger of causing infection. He states that 
even the Aschheim-Zondek test is not altogether 
reliable. However, when extra-uterine pregnancy 
is suspected on the basis of positive urinary findings, 
operation should be done, especially if the uterus 
has been previously emptied by curettage. Severe 
internal hemorrhage and the presence of peritoneal 
irritation confirm the diagnosis. Other conditions 
causing similar hemorrhage also call for operation. 

In conclusion the author states that if the general 
practitioner bears extra-uterine pregnancy in mind 
he will be able to recognize it earlier and more fre- 
quently. (Kurt W. Scuutze). Pattie SHaprro, M.D. 


Havlasek, L.: Intestinal Obstruction and Preg- 
nancy (Darmverschluss und Schwangerschaft). 
Cas. lék. Eesk., 1934, PP. 1312, 1344. 


On the basis of the histories of 6 cases of ileus, 5 of 
which were observed among 20,230 cases of advanced 
pregnancy seen during the past ten years at the 


Mueller Clinic, the author calls attention to the 
importance of timely surgical treatment of this con- 
dition which in its early stages is often very difficult 
to diagnose. In 2 of the cases reviewed the diagnosis 
of ‘‘pregnancy ileus’? was made when the symptoms 
quickly ceased on evacuation of the uterus. In one 
of these cases the uterus was emptied in the eighth 
month by vaginal cesarean section. In the other, 
delivery was effected, after protracted labor and the 
failure of high forceps, by perforation of the head 
which was obstructed in the narrow pelvis. Of the 
4 other cases, 1 was that of a twenty-four-year-old 
primipara in the fourth month of pregnancy in whom 
strangulation of the jejunum was caused by a 
cicatricial band formed after an appendectomy per- 
formed two, years previously. The strangulation was 
relieved by liberation of the band and the pregnancy 
went to term. In the 3 other cases 2 in which the 
ileus developed in the seventh month and 1 in which 
it developed in the sixth month of pregnancy 
death resulted because operation was delayed too 
long by conservative treatment or the induction cf pre- 
mature delivery. The condition in the last case, that 
of a multipara thirty-seven years old who developed 
volvulus of the sigmoid mesocolon with strangula- 
tion of the uterus in the sixth month of pregnancy, 
is extremely rare. 

The author believes that the primary cause of 
pregnancy ileus is a disturbance of the hormone 
balance due to a decrease in the tonus of the smooth 
musculature resulting from changes in the sym- 
pathetic nervous system (hypotony or atony of the 
intestinal musculature). The secondary causes, he 
believes, are mechanical disturbances produced by 
the enlarging uterus. He states that the pyelitis of 
pregnancy is of no importance in the causation of 
the ileus. It is more apt to develop secondarily as 
the result of hematogenous infection of the kidneys 
after prolonged intestinal obstruction. 

Early surgical treatment (laparotomy) is to be 
preferred under all circumstances to obstetrical treat- 
ment (interruption of the pregnancy) as it permits 
recognition and removal of the causes of the ob- 
struction with, in some cases, preservation of the preg- 
nancy. (STEPHAN SOMMER). JAcOB E. KLEIN, M.D. 


Wickramasuriya, G. A. W.: The Grave Risks of 
Hookworm Disease as a Complication of Preg- 
nancy. J. Obst. & Gynec. Brit. Emp., 1935, 42: 
at7. 

In districts scourged by hookworm, hookworm 
disease is the most common cause of repeated mis- 
carriage and abortion. It is also a potent factor in 
maternal and fetal mortality, causing 27 per cent 
of the total maternal mortality in hospitals and 13 
per cent of the fetal mortality. Early recognition 
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and energetic treatment are essential for successful 
pregnancy, particularly if the hemoglobin is below 
60. Toxemic manifestations are frequent in preg- 
nant women suffering from hookworm disease, par- 
ticularly in the second half of pregnancy. The 
toxemia is of either an edematous (renal) type or 
simple non-edematous type. Pregnant women with 
hookworm disease should all be considered to have 
a lowered kidney reserve, if not latent or occult 
nephritis, since the majority exhibit evidences of 
impairment of renal function. Repeated preg- 
nancies complicated by hookworm disease fre- 
quently result in permanent kidney damage. Car- 
diac failure is the cause of death in most cases and 
may occur at any time, even in the puerperium. 
The prognosis is greatly influenced by the cardiac 
damage and the severitv of the anemia. 
Henry S. ACKEN, Jr., M.D. 


LABOR AND ITS COMPLICATIONS 


Goussakoff, L.: Considerations on Pubiotomy 
(Quelques considérations sur la pubiotomie). Rev. 
frang. de gynéc. et obst., 1935, 30: 185. 


The author states that while the technique of 
pubiotomy is well known, the operation having been 
performed extensively since about 1900, he believes 
that attention should be called to several points 
which are of importance for the attainment of the 
best results. 

He states that the bladder should of course be 
emptied just prior to the operation. The incision 
should be made through the left ramus of the bone 
with a Gigli saw introduced by the subcutaneous 
route. Trauma to the head of the fetus must be 
avoided. Care must be taken also to prevent 
injury of the vaginal mucosa because a direct com- 
munication between the genital canal and the open 
wound in the bone will favor infection and exert an 
unfavorable influence on the healing of the incision. 
When the section of the bone is about completed, 
assistants should make pressure on the trochanters 
of both femurs to prevent a sudden strain on the 
sacro-iliac joints and tearing of the vagina or the 
soft parts about the symphysis pubis. The gap 
between the two ends of the bone does not exceed 
the width of two fingers. Ordinarily, pressure in the 
region of the wound is sufficient to control hemor- 
rhage, but occasionally a vaginal tampon may be 
necessary. Hematoma of the labia majora not 
infrequently follows, but is usually of no serious 
consequence. Recently the author has allowed labor 
to proceed normally without intervention if there is 
no urgent need for rapid delivery. He believes that 
this practice has reduced the incidence of injury to 
the soft parts and the descending head. 

If the diameter of the superior strait is less than 
7 cm., pubiotomy is contra-indicated and cesarean 
section must be performed. Pubiotomy is contra- 
indicated also when the pelvic measurements are 
normal if there is a marked disproportion between 
the size of the head and the pelvic inlet due to 
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hydrocephalus or some other cause. It is suitable 
only in the cases of multiparas because in women 
who have borne children there is less danger of 
rupture of the soft parts. Dilatation must be com- 
plete before the operation. The presence of infection 
or large varicosities is a contra-indication. 
Attention is called to statistics from various 
clinics regarding the relative merits of cesarean 
section and pubiotomy. In 1,096 cases of pubiotomy 
collected by Geede the maternal mortality was 1.7 
per cent and the fetal mortality 7.8 per cent. Other 
obstetricians have published reports on as many as 
234 cases in which there was no mortality. In 
Goussakoff’s series of 64 cases, 1 of the mothers, and 
4 of the infants died. Marsa W. Poot, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Colebrook, L.: The Treatment of Puerperal Fever 
by Antistreptococcal Serum. Lancet, 1935, 228: 
1085. 

From a comparison of sixty-nine cases of puer- 
peral fever treated with antistreptococcal or anti- 
scarlatinal serum before admission to Queen Char- 
lotte’s Hospital, London, and cases not so treated, 
the author concludes that there is no trustworthy 
clinical evidence that such treatment has a specific 
curative effect and that in puerperal infections 
caused by hemolytic streptococci it may sometimes 
have an unfavorable effect. His experience has 
taught him that the best interests of the patient 
suffering from a hemolytic infection are served by 
non-interference with her immunizing mechanisms. 

ALBERT W. HOLMAN, M.D. 


Ford, R. K.: Autogenous Infection in Relation to 
Puerperal Morbidity. J. Obst. & Gynec. Brit. 
Emp., 1935, 42: 297. 

The author cites cases which indicate that puer- 
peral infection may be caused by a latent septicemia 
or bacteriemia or some other extragenital source of 
infection and to coliform bacteria. He discusses re- 
sistance to infection and reports results of investiga- 
tions with the Dick test. | Roranp S. Cron, M.D. 


Moon, A. A., and Gilbert, B.: A Study of Acute 
Mastitis of the Puerperium. J. Obst. & Gynac. 
Brit. Emp., 1935, 42: 268. 


Seventy-five per cent of the patients whose cases 
are reviewed by the authors were primiparas. Acute 
mastitis of the puerperium was found to occur 


chiefly in hospitalized patients. In district ob- 
stetrical cases it was rare. It was most frequent in 
the last two and the first two months of the year. 
Interference with labor was apparently a causative 
factor of some importance. In all of the cases in 
which a bacteriological examination was made the 
offending organism was the staphylococcus aureus. 
Only about 25 per cent of the cases showed 
spontaneous resolution. The remainder required 
incision and drainage. This operation gave the best 
results when it was delayed until complete localiza- 
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tion had been established. Cracked nipples were 
not found to be of importance as a causative factor. 
There was a fetal mortality of 3 per cent and a 
fetal morbidity of 8 per cent due to intestinal in- 
fection. The authors advise removing the baby from 
both breasts as soon as the diagnosis of acute 
mastitis is established. Henry S. ACKEN, JR. 


Eades, M. F.: Massive Collapse of the Lung Follow- 
ing Childbirth. A Report of Two Cases. New 
England J. Med., 1935, 212: 813. 


In reporting two cases of massive collapse of the 
lung following childbirth the author states that this 
complication is either rare or rarely recognized. 

The condition is most likely to be confused with 
postpartum pulmonary embolus or pneumonia. Be- 
cause of the extremely favorable prognosis of mas- 
sive collapse as compared with that of pulmonary 
embolus and pneumonia, an accurate diagnosis is of 
great importance. The chief features upon which 
the clinical diagnosis is based are the usually sudden 
onset, the often acute respiratory embarrassment, 
the massive pulmonary involvement, and the car- 
diac displacement. Roentgen examinations are of 
value for confirmation of the diagnosis and observ- 
ation of the progress of re-inflatioa. 

The simplest and most satisfactory treatment 
consists in turning the patient from side to side 
every two hours to improve drainage and loosen the 
obstructing mucus mechanically. The prognosis is 
good as spontaneous recovery is the rule. 

Roanp S. Cron, M.D. 


MISCELLANEOUS 


Clemmer, J. J., and Hansmann, G. H.: The 
Origin of Chorionepitheliomas and of Emboli 
from Trophoblastic Fragments Enclosed in 
the Myometrium. Am. J. Obst. & Gynec., 1935, 
29: 526. 

After describing a retrogressing hemorrhagic pul- 
monary lesion containing placental tissue, the 
authors discuss the theory of pulmonary metastases 
of chorionepithelioma. In this discussion they state 
that, following a brief period of pregnancy, the 
endometrium rapidly extends over the placental 
site, entrapping bits of trophoderm located deeply 
in the myometrium. Such placental remnants are 
not uncommon. As a rule they are rapidly ab- 
sorbed, but in some cases they lie dormant for long 
intervals. 

The authors then report two cases of chorionep- 
ithelioma in which the tumor apparently orig- 
inated deeply in the myometrium. This location 
made it inaccessible to the curette and consequently 
retarded the diagnosis. 

In conclusion the authors state that when clinical 
symptoms suggesting chorionepithelioma are asso- 
ciated with a strongly positive Aschheim-Zondek or 
Friedman reaction and there is no evidence what- 
ever of placenta or a placental neoplasm in uterine 
curettings, surgical exploration should be done as it 
may often result in the early diagnosis and adequate 
treatment of an intramural newgrowth of placental 
origin. Epwarp L, Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Bull, P.: The Treatment and Prognosis of Hyper- 
nephroma. Acta chirurg. Scand., 1935, 76: 270. 


Bull reports on thirty-seven cases of hyper- 
nephroma. Twenty-one of the patients were males 
and 73 per cent were between forty and fifty-nine 
years of age. One female patient was eighteen years 
old. 

Nephrectomy was done in twenty-six of the cases, 
with death in two, a mortality of 7.7 per cent. One 
of the deaths was due to uremia (ether anesthesia) 
and one to pulmonary embolism occurring a few 
hours after the operation. Twenty of the nephrec- 
tomies were extraperitoneal and six were intra- 
peritoneal. The author discusses the advisability of 
always beginning the operation with ligation of the 
vessels to prevent metastases. 

He states that irradiation with the roentgen rays 
and radium has been used in a few cases, but has not 
yielded satisfactory results. 

Twenty-three of the patients whose cases are re- 
viewed were operated upon more than three years 
ago. Of these, eleven (47.8 per cent) are still alive, 
but only five are free from recurrence. The latter 
were operated upon thirteen, twelve, eight, eight, 
and three and a half years ago respectively. Two of 


the patients who survived for more than three years 
died of recurrence after seven and four and a half 
years respectively, and two, after six and three 
quarters and four years respectively. Two are living 
with a recurrence after three and five-sixths and 


twelve years respectively. The patient who de- 
veloped a recurrence after twelve years had a large 
cystic growth weighing 10.7 kgm. 

The thirteen patients who died of recurrence after 
nephrectomy lived for from two and three-quarters 
months to six and three-quarters years. The average 
survival of these patients was two years after the 
nephrectomy and three years after the onset of the 
clinical symptoms. 

Ten patients who were not treated by nephrec- 
tomy survived for from one to three and a half years. 
The average length of their survival from the first 
symptoms was two years. 

One patient died fifteen hours after pyelography 
with the injection of 20 c. cm. of a 25 per cent solu- 
tion of sodium bromide. 

One patient with a glandular metastasis the size 
of a walnut is still living after thirteen years. All of 
the five patients with thrombosis of the renal vein 
died of recurrences. The prognosis was worse in the 
cases of atypical hypernephroma than in those of 
typical hypernephroma. One patient with a 
metastasis in the femur was free from recurrence 
nearly two years after disarticulation of the femur. 


Sacco, E.: The Value of Meatoscopy in the Diag- 
nosis of Pyelo-Ureteral Conditions (Valore della 
meatoscopia nella diagnosi delle affezioni pielo- 
ureterali). Arch. ital. di urol., 1935, 12: 277. 


Fenwick’s classical work on the value of ureteral 
meatoscopy in obscure diseases of the kidney was 
published in London in 1903. Since that time this 
method of examination has lost favor to some extent 
as many urologists hold that it has been replaced by 
more modern methods of diagnosis of conditions of 
the renal pelvis and ureter. However, the author be- 
lieves that it is still of great importance, and that 
its value is increased rather than decreased by the 
aid of other methods. In support of this opinion he 
reports nineteen cases with roentgenograms showing 
the typical changes in the orifices of the ureters in 
various pathological conditions, and gives the 
protocols of animal experiments which show the 
changes in the duration, rhythm, and force of the 
ureteral ejaculations as related to pathological con- 
ditions. The article is followed by an extensive 
bibliography. AuprEey Goss Morean, M.D. 


Calzolari, T.: Studies on the Capillaries of the 
Cortex of the Kidney. The Behavior of the Cap- 
illaries of the Cortical Zone After Enervation, 
Sympathectomy, and Decapsulation (Studi sui 
capillari della corticale del rene. Comportamento dei 
capillari della zona corticale del rene dopo enervazione, 
simpatectomia e decapsulazione). Arch. ital. di urol., 
1935, 12: 160. 


Calzolari studied the capillaries of the renal cortex 
in the guinea pig after denervation of the renal 
peduncle, chemical sympathectomy of the renal 
vessels by means of phenol, and decapsulation. He 
attempted to determine: (1) whether changes are 
produced in the capillaries by variations in the renal 
innervation, and (2) whether the vascular changes 
revealed by other methods of research are reflected 
in the capillary system. He states that capillar- 
oscopic studies are of importance because recent 
researches appear to have rendered previous con- 
clusions doubtful, and because the mechanism of 
improvement following operations to relieve painful 
conditions of the kidney or improve renal function 
is not yet fully known. He believes that the studies 
reported in this article were the first capillaroscopic 
investigations of the renal cortex. 

Three series of experiments on ten guinea pig: 
each were conducted with Salvioli’s ‘tonopsatiro- 
scope,” which permits manometric readings 0! 
capillary pressure under microscopic control. 

The results of denervation were negative. After 
this procedure the capillaroscopic picture remainec 
unchanged and the manometric variations were 
within the normal limits. These findings are logica! 
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in view of the possibility that the capillaries have 
an independent contractility and that the nerve 
fibers do not extend to the capillaries. 

After chemical sympathectomy the morphological 
character of the loops was unchanged, but the 
maximal pressure in all cases was definitely below 
the pre-operative level. The latter finding agrees 
with that after sympathectomy of the limbs. 

Decapsulation caused the most pronounced 
changes. At first the loops were narrower, reduced 
in size, and less flexible; later they appeared frag- 
mented, giving the surface a granular appearance, 
and their number seemed to be considerably in- 
creased. The pressure, particularly the maximum 
pressure, rose. The picture was clear and persistent. 
It is difficult to say whether the changes were due 
immediately to trauma or indirectly to sympathetic 
stimulation. The operative trauma was sufficient 
to account for the thinning and the rise in pressure. 

The article includes photographs, tables, and 
graphs, and a bibliography. M. E. Morse, M.D. 


Calzolari, T.: Studies of the Capillaries of the Cor- 
tex of the Kidney. The Behavior of the Capil- 
laries of the Cortical Zone in Hypertrophy of 
the Kidney (Studi sui capillari della corticale del 
rene. Comportamento dei capillari della zona cor- 
ticale nei processi di ipertrofia del rene). Arch. ital. 
di urol., 1935, 12: 425. 

The author performed nephrectomy on guinea 
pigs and made capillariscopic and tonometric ex- 
aminations of the vessels of the cortex of the re- 
maining kidney. He found that the vessel loops did 
not undergo any change in form or arrangement, 
but that the intracapillary pressure rose steadily 
for about forty-eight hours and then returned grad- 
ually to normal. An increase in the weight of the 
kidney was observed at about the ninth day. This 
was not so much a true hypertrophy as a hydro- 
nephrosis, probably of dynamic origin. The vessel 
changes were chiefly those of active and passive 
hyperemia of the organ. 

The maximum pressure coincided with the phase 
of most marked hyperemia of the periphery of the 
cortex immediately beneath the capsule. Histologi- 
cal examination showed hyperemia and infiltration. 
There was moderate hypertrophy of the glomeruli, 
but it is impossible to say that there was a definite 
hyperplasia. The compensation after nephrectomy 
is evidently functional. There is probably an ana- 
tomical hypertrophy but in the nature of an in- 
crease in size and possibly in the number of the 
pre-existing epithelial cells. New formation of gland 
cells progressing to complete functional differentia- 
tion cannot be seen. Auprey Goss Morcan, M.D. 


Gouverneur, R., and Cachin, C.: The Operative 
Indications in Renal Ptosis (Les indications 
opératoires dans les ptosis rénales). Bull. et mém. 
Soc. nat. de chir., 1935, 61: 575. 


In the authors’ opinion, poor results from fixation 
ot the kidney in cases of ptosis are due not so much 
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to defects in the operation as to incomplete pre- 
operative study and poorly carried out treatment. 

The fundamental difficulty in ptosis of the kidney 
is due to mechanical factors which cause also 
numerous secondary problems. Examples of the 
former are kinks in the ureter and pressure on the 
ureter by the lower pole of the kidney which lead to 
ureteral dilatation, dilatation of the renal pelvis, 
hydronephrosis, and pyonephrosis. Pain is caused 
by pressure on the nerve plexus, venous congestion, 
or infection. 

Determination of the indications for operation re- 
quires clinical observation, bacteriological examina- 
tion of the urine, tests of renal function, and pye- 
lography or urography with the patient in the 
vertical position. 

In some cases displacement of the kidney occurs 
suddenly during violent effort. The pain is acute and 
radiates from the lumbar to the inguinal region. It 
is relieved by pushing the ptosed kidney back. 
Operation is indicated because the condition recurs 
during effort. This type is not common. In other 
cases, the pain is not entirely relieved by reduction 
of the kidney, but comes on during the moderate 
effort of walking or running down stairs. In such 
cases there are crises of pain due to venous conges- 
tion. Often the patient suffers also from abdominal 
pain, digestive disturbances, and palpitation. 

Two other types of cases are: (1) those in which the 
renal displacement causes no discomfort, and (2) 
those in which the renal ptosis is part of a generalized 
ptosis of all the abdominal viscera. In such cases 
operation is contra-indicated. 

Before operation, urological examination must 
show the kidney to be free from infection. If 
pyelonephritis is present, an attempt should be 
made to clear it up. Unless it is cleared up, fixation 
of the kidney should not be attempted. Hydro- 
nephrosis which is marked and not due merely to 
dilatation of the pelvis from ureteral obstruction is 
a definite contra-indication to fixation of the kidney. 
Great care should be exercised in determining the 
function of the ptosed kidney before operation. 

The authors recommend tenebry! as the contrast 
medium of choice for pyelography. 

In the twenty-three reviewed cases in which the 
authors operated for renal ptosis, the results were 
uniformly good. Several of the patients had pre- 
viously been operated upon for appendicitis, 
cholecystitis, and other conditions without relief. 

Mars W. Poote, M.D. 


Blanc, H., and Guérin, P.: Considerations on a 
Case of Bilateral Hydronephrosis in a Preg- 
nant Woman (Considérations sur un cas d’hydro- 
néphrose bi-latérale chez une femme enceinte). J. 
d’urol. méd. et chir., 1935, 39: 208. 


The case reported was that of a woman twenty 
years of age who was in the third month of preg- 
nancy at the time of the first examination. Since 
the age of twelve the patient had had attacks of pain 
in the region of the left kidney during which an in- 
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crease in the size of the kidney had been noted. At 
the time of the examination the kidneys were 
neither palpable nor painful. On ureteral catheteri- 
zation and separation of the urine from the two 
kidneys the urine from the right kidney was found 
to be normal in amount and concentration and that 
from the left kidney deficient. The phenolsul- 
phonphthalein test showed practically no elimina- 
tion on the left side and elimination of only 31 per 
cent on the right side. The ureteropyelogram on the 
left side revealed a large hydronephrosis. Nephrec- 
tomy was done. The ureter was found normal and 
the obstruction of the renal pelvis with resulting 
hydronephrosis was discovered to be due to several 
abnormal renal blood vessels. 

As the elimination of phenolsulphonphthalein by 
the remaining kidney was still below normal (31 
per cent), intravenous pyelography was done. The 
pyelogram showed ptosis of the kidney, dilatation 
and kinking of the ureter, and hydronephrosis. 
Nephropexy was done and the ureter freed from the 
fibrous adhesions that bound it down. No abnormal 
blood vessels were found. No urinary infection de- 
veloped, and the pregnancy progressed normally. 
The patient was kept under constant observation. 
After delivery, a streptococcus infection developed 
in the subcutaneous tissues in the abdominal wall. 
This was drained. It had no relation to the kidney 
or perirenal tissues. Colon bacillus cystitis and 
pyelitis also developed and were treated by renal 
lavage. The patient made a good recovery. The 
excretion of phenolsulphonphthalein increased to 
45 per cent, and the pyelogram showed a marked 
diminution of the dilatation of the pelves and 
calyces. The patient has now been well for a year. 

The authors state that in this case the hydro- 
nephrosis was evidently congenital on both sides, 
but on one side was due to abnormal blood vessels 
obstructing the pelvis of a kidney which was in 
normal position and had an intact ureter, and on the 
other side was due to ectopia of the kidney and 
ureteral abnormalities. They call attention to the 
value of the phenolsulphonphthalein test in indicat- 
ing a lesion of the right kidney which was not indi- 
cated by chemical analysis of the separate urines. 

There was undoubtedly grave danger of the de- 
velopment of pyelitis and pyelonephritis in this case, 
especially during pregnancy. Operation to relieve 
the urinary obstruction was indicated definitely. 
The pregnancy was not a contra-indication. The 
pregnancy was not interrupted by the operations, 
and the danger of urinary infection was greatly re- 
duced. When infection developed after delivery it 
could be successfully treated by pelvic lavage. The 
results clearly show the value of nephropexy in 
cases of ptosis and hydronephrosis in a single kidney. 

AticE M. MEYERs. 


Brandis, von: Cicatricial Nephralgia (Nephralgia 
cicatricea). Zentralbl. f. Chir., 1935, pp. 461, 674. 


Cicatricial nephralgia, painful cicatrization of the 
capsule of the kidney, was first described by Rovsing. 


On histological study, Grossmann found all stages of 
inflammation. The renal parenchyma is norma! 
The diseased capsule cannot be peeled off. The 
cause is a healed cortical abscess such as may |e 
formed as the result of pyelonephritis, lymphogenous 
infection of the kidney from adjacent organs, adnexal 
conditions, and hematogenous infection of the kid- 
ney from distant foci of inflammation such as 
angina. A relationship of cicatricial nephralgia to 
the uric acid diathesis has also been suggested 
(von Illyés). Involvement of the sympathetic 
nervous system is necessary for the development of 
the condition. In the renal capsule there are two 
nervous systems belonging to the sympathetic 
system. Some of the nerves have a vasomotor func- 
tion whereas others surround the entire kidney in a 
fine network (nervi proprii). When, as the result of 
marked congestion of the organ, the capsule becomes 
tense, the latter become irritated and set up activity 
of the vasoconstrictors which shuts off the ingress of 
blood. As these nerves also transmit sensory 
stimuli, they are of importance in the development 
of pain. It is especially in persons with a highly 
sensitive sympathetic system, usually hypersensitive 
females, that the kidneys respond to irritation with 
painful vascular spasms. Only in such persons does 
such a stimulus arise from a scar in the renal capsule. 
This does not occur in a normal organism. 
Cicatricial nephralgia is characterized by uni- 
lateral, dull or colicky pain. The urine is negative 
except possibly for isolated erythrocytes. Renal 
function is normal, and the pyelogram is negative. 
The Rehn test is always negative. It is impossible 
to draw conclusions regarding the mobility of the 
kidney from roentgen examination with the patient 
in either the upright or recumbent position as, ac- 
cording to Bors, the mobility of the kidney is affected 
only when cicatrization has occurred also in the 
perirenal fatty tissue, and such extensive cicatrices 
are not found in cicatricial nephralgia. The bound- 
aries between the latter condition and the par- 
enchymatous disease known as “nephritis dolorosa” 
are not easily defined. Fischer states that in simple 
capsular disease pain is produced only by congestion. 
In parenchymatous disease there is pain with 
simultaneous hemorrhage. The author reports two 
cases. In both, cure was obtained by decapsulation. 
The beneficial effect of this operation is due to the 
removal of the nervi proprii in the capsule. 
(RaTHCKE). Louts NEUWELT, M.D. 


Bothe, A. E.: Tissue Changes in Mixed Tumors of 
the Kidney After Roentgen Therapy. J. Urol., 
1935, 33: 434- 

The laws governing cellular radiosensitivity have 
been the subject of considerable study. The ac- 
cumulated clinical, pathological, and radiological 
observations concerning radiosensitivity have been 
found of great value in the treatment of different 
types of tumors. In recent years considerable 
clinical evidence of the radiosensitivity of mixed 
tumors of the kidney has been observed, but there 
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has been very little pathological investigation to de- 
termine the tissue changes occurring in these tumors. 

Stewart has defined radiosensitivity as that com- 
bination of circumstances inherent in a tumor or 
the host which permits marked or total local tumor 
regression under doses of irradiation sufficiently 
small to preserve the integrity of the tissues of the 
host. Although the mechanism of irradiation de- 
struction is somewhat vague, there is considerable 
evidence that different cells show different degrees 
of sensitivity to roentgen therapy. 

In a discussion of the radiosensitivity of tumor 
cells many general factors must be considered. If 
the patient is not in good general condition, the 
results of irradiation are poor. All investigators 
agree that anemia and cachexia impair the effect of 
the therapy. When the patient is undernourished, 
his condition is usually made worse by irradiation 
and the tumor remains unchanged. The results of 
irradiation are poor also in the presence of active 
infection and of an over-production of secretion as 
mucin. Indolent connective tissue due to successive 
inadequate treatments greatly increases resistance. 

In general, the irradiation of mixed tumors of 
the kidney has a definite destructive effect upon 
the embryonal connective tissue and not the epi- 
thelial cells. Tumors of this type with an excessive 
predominance of epithelial cells will be affected very 
little by irradiation. 

The embryonal sarcomatous cells of mixed 
tumors of the kidney are radiosensitive whereas the 
epithelial cells of such tumors are radioresistant. 
When mixed tumors of the kidney are irradiated 
before they are removed surgically, they are usually 
reduced in size. The reduction following irradiation 
appears to be dependent upon the amount of 
embryonal sarcomatous tissue present. Irradiation 
of the tumor does not completely destroy all the 
malignant cells. Mixed tumors of the kidney should 
always be given sufficient pre-operative irradiation 
and should always be removed after irradiation. 
Delay of operation results in subsequent growth and 
metastasis. C. TRAveRS Stepita, M.D. 


Giuliani, G. M.: Hematuria from Cystic Ureteritis 
in Pregnancy (Ematuria da ureterite cistica in 
gravidanza). Arch. ital. di urol., 1935, 12: 463. 


The patient whose case is reported was a woman 
twenty-two years old who was married at the age of 
nineteen years. At the beginning of the fifth month 
of her first pregnancy she had profuse hematuria for 
about two weeks and throughout the rest of that 
pregnancy the urine was bloody at times for a few 
davs. During her second pregnancy she again had 
hematuria. In her third pregnancy she came for 
treatment for hematuria in the fourth month. 

Roentgen examination with uroselectan showed 
the left side to be normal. On the right side, excre- 
tion was delayed, the ureter was dilated throughout 
its course and its walls appeared to be rigid, the 
tenal pelvis was slightly dilated, and the two superior 
calyces and the inferior calyx were not injected. The 
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hematuria was so copious that abortion was con- 
sidered necessary. After the abortion the hematuria 
continued for four or five days. Three weeks later 
the patient returned to the hospital. The hematuria 
had stopped, but the urine still contained red cells. 
It was free from bacteria. Ureteronephrectomy was 
performed. Examination showed the kidney to be 
normal. The wall of the ureter was three times as 
thick as normal, and the ureteral lumen was en- 
larged. The wall was infiltrated with round cells. In 
the submucosa there were groups of cells that had 
assumed the appearance of lymphatic follicles 
(epithelial nests of Brunn). These had undergone 
degeneration at the center with the formation of 
cysts. The arteries passing to the ureter were also 
involved in the colloid degeneration. 

Cases of cystic degeneration of the ureter occurring 
in the absence of pregnancy and not causing clinical 
symptoms have been reported. In the author’s case 
the cystic ureteritis evidently preceded pregnancy as 
the patient had hematuria during her first pregnancy. 
However, there are factors in pregnancy which tend 
to cause hematuria in such cases. On account of the 
action of the hormones of the corpus luteum, the 
anterior lobe of the hypophysis, and the decidua 
there is a greater accumulation of blood in the 
genito-urinary tract. This accumulation may result 
in hemorrhage so severe as to cause death or to 
necessitate abortion followed by ureteronephrectomy. 

AupREY Goss Morcan, M.D. 


GENITAL ORGANS 


Moore, R. A.: The Morphology of the Small Pros- 
tatic Carcinoma. J. Urol., 1935, 33: 224. 


In 375 consecutive routine autopsies on adult 
males Moore found 52 clinically unrecognized small 
prostatic carcinomas in addition to 11 prostatic 
carcinomas that had been diagnosed before death. 
He concludes that carcinoma of the prostate occurs 
more frequently with advancing age and in the 
ninth decade reaches an incidence of 29 per cent. 
It is definitely associated with senile atrophy. While 
it is predominantly a lesion of the posterior lobe, it 
may arise in any portion of the gland. 

Perineural lymphatic invasion in the capsule is 
one of the earliest changes, whereas invasion of the 
vesicles and distant lymphatic invasion occurs late. 

FRANK M. Cocuems, M.D. 


Young, H. H.: Radical Cure of Carcinoma of the 
Prostate. Am. J. Surg., 1935, 28: 32. 


The author describes his technique for the radical 
treatment of carcinoma of the prostate, supplement- 
ing his description with illustrations. The procedure 
consists of resection in one piece of the entire 
prostate with its capsule, the entire urethra with a 
portion of the membranous urethra, a cuff of the 
bladder, both seminal vesicles, and the ampulla of 
the vas. 

Young states that any very hard nodule or area 
of the prostate which is palpable through the wall of 
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the rectum and is found on roentgen examination 
not to be a calculus should be approached by the 
perineal route for close inspection and frozen sec- 
tion. When the diagnosis of carcinoma is doubtful 
after surgical exposure of the prostate, tissue should 
be obtained from a suspicious area and a frozen sec- 
tion made immediately. If the lesion proves to be 
benign, a simple perineal prostatectomy should be 
done. If the lesion is found to be malignant, the 
radical procedure is the treatment of choice. Young’s 
earlier operations were often followed by inconti- 
nence, but since his adoption of a technique preserv- 
ing the anterior layer of fascia which crosses the 
pelvis in front of the prostate postoperative urinary 
control has usually been excellent. 
J. Sypney Ritter, M.D. 


Oberndorfer: The Specific Malignant Testicular 
Tumor ‘‘Seminoma’”’ (Die spezifische maligne 
Hodengeschwulst ‘Seminom”’). Schweiz. med. 
Wchnschr., 1935, 1: 204. 


The seminoma occurs most frequently in early 
and mature adult life, usually during the third to the 
fifth decades. In old age it is extremely rare. 
Tumors occurring in childhood have a more embry- 
onal character. The greater frequency of the semi- 
noma in mature adult life, the time of greatest 
function of the testicle, indicates the relationship of 
the tumor to the spermatogenic apparatus. The 
retained inguinal and abdominal testicle is no more 
frequently the site of tumors than the normally situ- 
ated testicle. Trauma is not of great importance in 
the development of seminomas. Of the author’s 
twenty-five cases, it was a factor in only three. 

At first the seminoma goes through a compara- 
tively long period of slow growth. The first metas- 
tases are usually inguinal and iliac. Often, however, 
they have a very wide distribution such as is found 
only in cases of the most malignant types of tumor. 
As many seminomas are very roentgen-sensitive, 
the author believes that the prognosis is not always 
hopeless even when metastases are present, and that 
after total extirpation of the neoplasm, the involved 
area should be treated by roentgen irradiation. 

The seminoma has its origin in the spermatogenic 
cells of the seminal tubules of the testicle. These 
possess toti-potent differentiating ability. There- 
fore, from these cells, just as from unfertilized ova, 
tumors containing derivatives of all three germinal 
layers may arise. This explains why seminomas 
sometimes show areas of a chorionepitheliomatous 
or other character and chorionepitheliomas show 
areas of a purely seminomatous character. It indi- 
cates that the seminomas are the most undiffer- 
entiated, i.e., the lowest, form of the large group of 
the teratoid sex-gland tumors from which all the 
more highly differentiated forms of tumors may be 
derived. According to this theory, the seminoma, 
the true carcinoma of the testicle, is of special sig- 
nificance in the science of tumors as it shows that 
every specifically differentiated testicular tumor may 
develop from the simple spermatogenic cell. This 
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is evidenced also by the demonstration of a hormone 
function of the tumor. In many cases of seminoma 
the anterior pituitary reaction with the patient's 
urine is positive. The amount of prolan excreted in 
the urine is increased, decreases with recession of 
the tumor following X-ray irradiation or castration, 
and increases again with the formation of metas- 
tases. As the formation of prolan can be attributed 
only to the tumor cells, and as only the specific 
spermatogenic testicular cells come into considera- 
tion as hormone formers, the hormone reaction 
proves that the seminoma cells are true sperma- 
togenic cells. Therefore in doubtful cases of testic- 
ular tumor a hormone test of the urine should be 
made to confirm the diagnosis. If the reaction is 
strongly positive, the suspicion of a malignant 
testicular tumor is strengthened. As the most cer- 
tain preliminary examination the author recom. 
mends biopsy. (ToBLer). Harry A. SALZMANN, M.D. 


Symeonidis, A.: Chorionepithelioma in the Male 
and Its Hormonal Effect in the Form of ‘‘Preg- 
nancy Changes’’ (Ueber das Chorionepitheliom 
beim Mann und seine hormonale Wirkung in Form 
von “Schwangerschaftsveraenderungen’’). Beitr. :. 
path. Anat., 1934, 94: 370. 


In a man thirty-seven years old numerous lung 
tumors were found at autopsy after a diagnosis of 
metastatic chorionepithelioma had been made on the 
basis of the findings of the examination of supra- 
clavicular lymph nodes that had been removed, a 
positive pregnancy reaction, and the presence of 
gynecomastia. In the right testicle a teratoid tumor, 
the size of a small cherry, which showed three 
germinal layers and was free from chorionepithe- 
lioma, was discovered. The seminal vesicles were 
hypertrophied, and the hypophysis was similar to 
that of pregnancy. The metastases in the lungs and 
the peribronchial and peritracheal lymph nodes were 
chorionepitheliomatous. 

This is the twelfth case of gynecomastia asso- 
ciated with chorionepithelioma to be recorded. The 
gynecomastia is attributed to a hormonal secretion 
of the chorionepithelioma. The “choriogenic gyneco- 
mastia” is secretory. Histological sections of the 
mammary gland reveal the secretion in the hyper- 
trophied gland ducts. Men with this condition do 
not become effeminate, but function normally in 
every respect. 

The extragenital chorionepithelioma is correctly 
considered by Prym to be a metastasis from an un- 
recognized testicular tumor. It seems that only 
teratomas originating in the generative glands de- 
velop chorionepithelioma, and perhaps only those 
arising from the testicle. However, as Storjohanz 
has pointed out, the testicle is not a favorable site 
for the development of a chorionepithelioma. In the 
author’s case and several cases reported by others. 
the testicular teratoma was free from chorionepithe- 
lioma. The frequency of metastases in the retro- 
peritoneal lymph nodes in cases of chorionepithe- 
lioma in the male as surprising. In one of two cases 
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of chorionepithelioma in the male which the author 
reported in 1933 he found, as in the case reported in 
this article, other types of tissue of the testicular 
teratoma in addition to chorionepithelioma in the 
retroperitoneal lymph glands. Apparently in such 
cases there is an early displacement of undiffer- 
entiated toti-potent cells which permits the develop- 
ment of all three germinal layers in the lymph-node 
tissues. In the lungs, pure chorionepithelioma is 
nearly always found because, as has been demon- 
strated, this usually breaks into the inferior vena 
cava from the retroperitoneal nodes. Liver metas- 
tases therefore sometimes occur and portions of the 
tumor enter the heart through the vena cava. 
(R. Meyer). Leo A. JuHNKE, M.D. 


MISCELLANEOUS 


Tarozzi, G., and Gardini, G.: Anatomical Studies 
of the Hypogastric Ganglial Apparatus of the 
Small Pelvis in the Infant and the Embryo, 
With Special Consideration of Its Relation to 
the Genito-Urinary Tract (Osservazioni anat- 
omiche sull’apparato gangliare ipogastrico del 
piccolo bacino nel bambino e nella vita genito- 
urinarie). Arch. ital. di urol., 1934, 11: 55. 

The studies reported were made by serial section 
in the cases of newborn infants and two embryos 
three months old. They demonstrated the constant 
presence of a ganglial complex consisting of a con- 
siderable number of small ganglia which corre- 
sponded to the hypogastric ganglion of Letarget. 

In the female, this ganglial complex is situated 
lateral to the uterine cervix and vaginal fornix. It 
has been incorrectly called the Lee-Franckenhauser 
ganglion. In the male, it is situated at the level of, 
and lateral to, the seminal vesicles, extends between 
the vesicles and the bladder, and below surrounds 
the prostate, forming the periprostatic ganglia. 

In the embryo about three months of age, it is 
completely developed and its anatomical relation- 
ships to the genital organs are distinctly evident. 
The authors attempted to prove the theory, main- 
tained chiefly by Camus, that the sympathetic and 
central nervous systems have separate origins. 

On the basis of their anatomical studies and the 
behavior of the described ganglial apparatus in two 
cases of congenital ureteral stenosis, the authors dis- 
tinguish in this ganglial complex a small anterior 
group of very small ganglia presumably having a 
relationship to vesicle function and a posterior and 
more conspicuous group probably related to the 
function of the genital organs. They advise preserva- 
tion of these ganglia whenever possible in gynecologi- 
cal operations, especially hysterectomies. 

PETER A. Rost, M.D. 


Hryntschak, T.: Experimental Researches on the 
Origin of Urinary Calculi (Experimentelle Un- 
tersuchungen zur Harnsteinentstehung). Zischr. f. 
urol. Chir., 1935, 40: 211. 


The main portion of this article describes experi- 
ments on rabbits in which moderate retention of 


urine by one kidney was produced and bacteria of 
various types were then injected intravenously 
over a considerable period of time. In a smaller 
series of experiments which were carried out on 
dogs virulent coccus cultures were inoculated into 
the dental pulp by the method of Rosenow and Meis- 
ser. In a second series of experiments on rabbits, 
parathyroid hormone was administered with or 
without simultaneous injections of staphylococci. 
Finally, microscopic examinations were made of a 
large number of stones from human kidneys after 
they had been prepared by dissolving away the in- 
organic substance, embedded in paraffin, and sec- 
tioned. Two stones which formed in the bladders 
of rats fed on a diet free from Vitamin A were sub- 
jected to similar examination. 

In the experiments on rabbits in which the es- 
tablishment of moderate retention in one kidney 
was followed by the intravenous injection of the 
staphyloccus albus the author succeeded in pro- 
ducing renal gravel in 80 per cent of the animals. 
In a few instances small calculi were also found. In 
analogous experiments with the colon bacillus, 
bacillus lactis-aerogenes, and bacillus proteus, there 
was no gravel formation. Microscopic examination 
of the renal gravel and of serial sections made of the 
small stones after they had been more or less com- 
pletely freed of inorganic substance revealed that 
the smallest formed elements consisted of rounded 
bodies with a concentric stratification like that of an 
onion and a dark nucleus in the center. Hryntschak 
named these basic elements of the stone structure 
“primary corpuscles.” Larger particles, which he 
calls ‘“‘spheroliths,’”’ were formed by apposition or 
fusion of these corpuscles or by the direct concentric 
superposition of new laminez. The colloid frame- 
work left behind after removal of the inorganic sub- 
stance showed the same onion-peel structure. The 
larger corpuscles showed garland-like edges. The 
macroscopically visible stones the size of a pepper- 
corn and larger consisted of concentric layers in 
which primary corpuscles or spheroliths were de- 
posited. Whereas no cocci were demonstrable in 
one of the small stones, they were present in large 
numbers in two others. 

The stones from human kidneys studied were two 
urate, two oxalate, and eight phosphate stones. Of 
the phosphate stones, seven showed large numbers 
of cocci whereas one contained no bacteria. The 
microscopic pictures of these stones resembled very 
closely those of the stones produced experimentally 
in rabbits. In the case of the oxalate stones, the 
similarity was not nearly so pronounced, but in 
these stones also minute, round structures were 
found to be the basic elements of the stone forma- 
tion. 

In discussing the origin of the primary corpuscles, 
the author suggests that they are formed by the 
saturation of extremely small ‘‘drops’’ of a colloidal 
or albumin-like substance with urinary salts; that a 
precipitation of certain colloid substances in com- 
bination with electrolytes occurs. This theory will 
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explain the atypical crystal form and also the se- 
quence of strata, one of which is always rich in 
electrolytes and poor in protein while the next is 
poor in electrolytes and rich in protein. It is prob- 
able that the protein substances are not normal but 
definitely changed protein substances (colloids that 
are foreign to the urine), and it appears that in the 
formation of inflammatory calculi staphylococci 
play a réle in the change. The simultaneous in- 
fluence of these micro-organisms on the chemical 
character of the urine meets the second requirement 
for the formation of inflammatory stones and ex- 
plains why staphyloccocci are concerned in the 
formation of the great majority of inflammatory 
stones. 

The examination of the two bladder-stones which 
developed in rats on a diet free from Vitamin A 
showed that the formal genesis differed completely 
from that of staphylococcus stones. In these stones 
also there seemed to be a deposit of calcium detritus 
and flakes on cast-off epithelial cells or combinations 
of cells such as was observed in one of the experi- 
ments on rabbits in which colon bacilli were ad- 
ministered. 

The repetition of the experiments of Rosenow and 
Meisser for the production of renal stones in dogs 
by infection of the pulp cavity gave completely 
negative results. 

The attempt to produce calculi in rabbits by ad- 
ministering parathyroid hormone over a long period, 
and analogous attempts with the simultaneous long- 
continued intravenous administration of staphy- 
lococci (without ureteral stasis) yielded only in- 
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significant calcifications in a few of the renal cana- 
liculi. (CoLmERS). FLORENCE ANNAN CARPENTER. 


Rainey, W., and Cole, W. H.: Lymphogranuloma 
Inguinale: Its Relation to Stricture of the 
Rectum. Arch. Surg., 1935, 30: 820. 


This article is based on twenty-three cases of 
lymphogranuloma inguinale. The Frei test was posi- 
tive in all regardless of the clinical manifestation of 
the condition, whether inguinal adenitis, ulcerative 
proctitis, or rectal stricture. In all of numerous cases 
of other disorders this test was negative. 

The most serious manifestations of lymphogranu- 
loma inguinale are encountered in negro women, in 
whom systemic reactions are most common and 
rectal stricture is frequent. The greater frequency 
of rectal involvement in women than in men is 
explained by the fact that the lymphatic drainage 
of the lateral and posterior vaginal wall is to the 
perirectal lymph nodes what the lymphatic drain- 
age of the penis is to the inguinal lymph glands. 
In the reviewed cases of stricture of the rectum 
the incidence of a positive Kahn test—28.5 per 
cent—was too low to suggest that syphilis was the 
cause. 

Antimony and potassium tartrate cause improve- 
ment in the acute cases but do not influence the 
rectal strictures. 

Lymphogranuloma inguinale must be differen- 
tiated from granuloma inguinale, tuberculosis of the 
inguinal glands, and chancroidal bubo. The Frei 
test seems to be the best method for the differentia- 
tion. THEOPHIL P. GRAUER, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Smith, L. A.: Xanthomatosis Involving Bone 
(Lipoid Histiocytosis). Case Reports and Roent- 
gen Findings. Radiology, 1935, 24: 521. 


Smith reports the histories and roentgen findings 
in two cases of Schueller-Christian disease and one 
case of metastatic hypernephroma with xanthom- 
atous changes. He then discusses the classification, 
roentgen findings, differential diagnosis, and irradi- 
ation therapy of the various xanthomatous lesions 
affecting bone and reviews the literature on these 
conditions. 

He states that Schueller-Christian disease occurs 
more frequently in males than in females. The 
symptoms begin most often in the first decade of 
life. Their onset is insidious. In many cases the 
disease is manifested first by a tumefaction of rather 
soft consistency which may or may not be tender to 
pressure. The clinical symptoms depend almost 
exclusively on the anatomical parts affected. Thus, 
two of the components of Christian’s triad—defects 
in membranous bones, exophthalmos, and diabetes 
—are recognized as depending on involvement of the 
orbits and hypophysis. In general, the subjective 
symptoms are strikingly slight as compared with the 
anatomical changes. In many cases an acute infec- 
tion or local trauma appears to have been the 
initiating factor. 

The lesions occur much more frequently in the 
bones than in any other part of the body. Lesions 
have been found in the skull in practically all cases, 
but have been discovered also in the bony pelvis, 
maxilla, mandible, ribs, vertebra, humerus, and 
scapula (mentioned in order of decreasing frequency 
of involvement). The bone changes are usually 
those of absorption only. This is striking in degree 
and in the number of areas involved. Periosteal 
thickening is unusual. In the skull the defects are 
found usually in both the inner and outer plates. 
They may be only from 2 to 3 cm. in diameter, but 
often are much more extensive than the palpable 
swellings and may affect the entire base of the skull. 
In the typical case they are multiple, causing the 
“moth-eaten” appearance noted by Christian. 

The course of the disease varies considerably. The 
patient may die within the first year after the onset 
of the symptoms or survive as long as seventeen 
years, as in the first case observed by Schueller. 

Except the localized variety of essential xanthom- 
atosis in all its forms treatment has yielded only 
palliative results. Aside from symptomatic treat- 
ment, surgical excision of localized lesions, irradiation 
of local or general areas of involvement, and restric- 
tion of the fat intake, there is no therapy which 


seems directly helpful. However, spontaneous retro- 
gression is frequent. Paut C. Cotonna, M.D. 


Shelling, D. H., and Voshell, A. F.: Xanthomatosis 
Generalisata Ossium: Report of a Case Simu- 
lating Osteitis Fibrosa Cystica. Arch. Int. Med., 
1935) 55: 592. 

The authors report a case of generalized xantho- 
matosis or lipoid granulomatosis of the bones in 
which the roentgenograms and the findings of biopsy 
strongly suggested osteitis fibrosa cystica (Reck- 
linghausen’s disease). The correct diagnosis was 
finally made on the basis of the presence of foam 
cells in some of the sections, the demonstration of 
lipoids by the staining of material freshly removed 
from the bones, and a normal calcium balance. The 
authors emphasize that before parathyroidectomy 
is attempted for supposed osteitis fibrosa cystic 
complete studies of the metabolism of calcium and 
phosphorus should be made and biopsy material 
stained for lipoids. 

Important differences between Recklinghausen’s 
disease and xanthomatosis ossium are summarized 
as follows: 

1. Pain. Absence of pain in the bones is infrequent 
in Recklinghausen’s disease and common in xantho- 
matosis. 

2. Swelling of the bones. Osteitis fibrosa cystica 
is generally characterized by thinning of the cortex, 
expansion and swelling of the affected area, and 
general osteoporosis. In xanthomatosis ossium the 
swelling and expansion of the bone are usually slight 
or moderate and the osteoporosis is localized. 

3. Metastatic calcification. Calcium deposits in 
the soft tissues and the formation of renal calculi 
are more common in hyperparathyroidism. 

4. Hypercalcemia and hypophosphatemia. Ab- 
sence of hypercalcemia usually speaks against the 
diagnosis of Recklinghausen’s disease. In hyper- 
parathyroidism, hypophosphatemia is fairly con- 
stant, whereas in xanthomatosis ossium the inor- 
ganic phosphorus of the serum is usually not reduced. 

5. Phosphatase. In hyperparathyroidism the 
phosphatase of the plasma is increased to many 
times the normal. In xanthomatosis it is normal or 
only slightly increased. 

6. Cholesteremia. Hypercholesteremia may be 
present in xanthomatosis. 

7. Calcium and phosphorus metabolism. In typi- 
cal cases of osteitis fibrosa cystica the constant with- 
drawal of calcium from the bones results in calciuria. 
When the patient is placed on a low calcium diet the 
excretion of calcium in the urine usually exceeds 
many times the intake. 

8. Biopsy. In Recklinghausen’s disease the intro- 
duction of a curette into a cystic area meets with no 
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resistance, whereas in xanthomatosis the areas which 
appear cyst-like in the roentgenogram may offer 
resistance. 

g. Histological appearance. As the histological 
appearance of the bones in xanthomatosis ossium 
closely resembles that in osteitis fibrosa, the differ- 
ential diagnosis between the two conditions requires 
the staining of biopsy material for lipoids. 

1o. Course. In most cases of osteitis fibrosa the 
condition does not improve spontaneously, whereas 
in xanthomatosis ossium the disease process may 
become arrested without treatment by parathy- 
roidectomy. 

Xanthomatosis ossium must be differentiated also 
from Gaucher’s disease and Niemann-Pick disease. 

If recovery does not occur spontaneously, high- 
voltage roentgen therapy may be tried. 

ELVEN J. BERKHEISER, M.D. 


Sommer, R.: Bone Injuries of the Elbow Due to 
Working with Compressed-Air Drills (Durch 
Pressluft gesetzte Knochenschaedigungen des Ell- 
bogens und ihre Entstehung). Beitr. z. klin. Chir., 
1935, 161: 37. 

Injuries due to working with the compressed air 
drill are rare. Of the 98,855 men working with com- 
pressed air drills in Prussian mines up to the end of 
1928, only 193 (about 0.2 per cent) received com- 
pensation for such injuries. In a sound joint the 
damage develops very slowly. The joint most often 
affected is the elbow. Involvement of the elbow is 


characterized by slowly increasing weakness of the 
arm, a troublesome tremor of the hand, pain like that 


of rheumatism when the arm is at rest, and limita- 
tion of flexion and extension of the elbow due to an 
osseous obstruction. Although the initial phenomena 
consist of proliferations of bone about the head of 
the radius, there is seldom any limitation of rotation 
of the hand. In general, there is a notably slight 
correspondence between the clinical findings and 
the changes in the roentgenogram. The progress of 
the bone-forming processes in the joint is slow. 

The shoulder and acromioclavicular joint are sel- 
dom involved. Involvement of the wrist joint is also 
relatively uncommon. In the roentgenogram, the 
head of the radius in the region of the elbow joint is 
the first to show damage. The first evidence of 
change is seen with particular clearness in the 
“sound” arm, viz., in severe damage of the right 
arm it is seen in the left elbow. At first there appear 
on the edge of the head of the radius, usually on the 
side of the insertion of the biceps tendon, a flattening 
and a drawing out into a sharp ridge. This spot 
corresponds to the portion of the head of the radius 
which is in intimate contact with the ulna in the 
superior radio-ulnar articulation. On the opposite 
side of the head of the radius there then develop 
hyperostoses which appear like drops of fluid hang- 
ing from the normally shaped head. At operation, 
these proliferations are found to be flat bony ex- 
crescences covered by a pannus-like tissue and pro- 
jecting over onto the cartilaginous surfaces. They 
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sometimes may break off and become free bodies in 
the joint. However, the process is not an osteo- 
chondritis dissecans, as gross injury to the cartilage 
is entirely absent. Corresponding to the angular 
erosion of the head of the radius there are at first 
irregularities in the upper radio-ulnar articulation 
which give the impression that the head of the radius 
has been subjected to a rasping action by the ulna 
in certain movements of the joint. 

Next to the head of the radius the coronoid process 
and the anterior and posterior surfaces of the hu- 
merus just above the trochlea seem to become in- 
volved most frequently. The coronoid process 
appears drawn out. Its point becomes higher, shows 
an excrescence-like prominence, and may become so 
long and curved that it forms a sort of bridge to the 
humerus above and then breaks loose. These changes 
occur within the capsule of the joint or in the ten- 
dinous tissue of the internal brachialis muscle which 
is inserted here. Corresponding to the changes in 
the coronoid process, changes soon occur in the de- 
pression just above the trochlea where the coronoid 
process is accommodated and at the site of attach- 
ment of the capsule on the anterior side of the 
humerus. These can be seen in lateral roentgeno- 
grams. The bony thickening which begins at these 
sites soon fills a portion of the upper part of the 
depression and extends forward in a nose-like pro- 
jection. It is this thickening of the bone, together 
with the increase in the size of the coronoid process, 
that causes the limitation of flexion of the joint. The 
limitation of extension is due to bony thickenings in 
the olecranon fossa. In anteroposterior roentgeno- 
grams the olecranon fossa appears no longer as a 
thin plate of bone, but as a thick bony layer and 
occasionally casts a heavy shadow. Bony changes 
at the tip of the olecranon are rare and difficult to 
demonstrate. An extremely sensitive site is the 
inner border of the elbow joint. The medial edge of 
the trochlea early exhibits a sharp nose-like projec- 
tion. At this site notches soon appear on the edges 
of the ulna or spots of lighter shadow in the trochlea 
where free joint bodies often have their origin. 

All of these bony changes occur at sites where 
bone and cartilage come together—parts where the 
joint is able to form new bone in response to irrita- 
tion. Such sites are the edge of the head of the ra- 
dius, the borders of the trochlea, and the tip of the 
coronoid process. In addition, there is evidence of 
an erosion on the medial aspect of the head of the 
radius and the edge of the ulna. On the basis of the 
history, the rheumatic pains, and the roentgen dem- 
onstration of osseous changes at the sites mentioned 
it is possible to state that these irjuries in the elbow 
are produced by working with the compressed air 
drill. Conjointly responsible for the development of 
the changes is the attitude of the worker while using 
the drill. The elbow joint is most exposed to the 
jarring. The effects of the recoil jolting of the ma- 
chine are manifested in the parts of the joint where 
the bones are in direct contact with one another. 
The changes are not those of arthrosis deformans, 
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as manifestations of regressive changes in the bones 
are rare and hyperostotic manifestations predomi- 
nate. With years of exposure to the jolting effects 
of the compressed air drill the elbow joint manifests 
a physiological reaction at the points most exposed, 
the tissues responding by bony proliferation. The 
fact that not all workers are affected in the same 
way or to the same degree is explained by differences 
in the manner in which different workers manipulate 
the drills. 
(ErtcH HEMPEL.) JoHN W. BRENNAN, M.D. 


Pease, C. N.: Injuries to the Vertebrz and Inter- 
vertebral Disks Following Lumbar Puncture. 
Am. J. Dis. Child., 1935, 49: 849. 


The author states that, in performing a spinal 
puncture, it is possible to introduce the needle so 
far that it penetrates the intervertebral disk or a 
vertebra. As the result of such penetration the 
intervertebral space may become narrowed because 
of a decrease in the pressure of the nucleus pulposus 
and the latter may prolapse into the body of the 
vertebra or into the needle. If infective material is 
introduced, changes may occur in the bone. 

ELVEN J. BERKHEISER, M.D. 


Sundt, H.: Vertebra Plana, Calvé. A Review and 
the Report of Two Cases (Vertebra plana, Calvé. 
Eine Uebersicht und zwei kasuistische Mitteilungen.) 
Acta chirurg. Scand., 1935, 76: 501. 


The author found the reports of twenty-one cases 
of Calvé’s vertebra plana in the world literature up 
to the year 1935, but believes that in some of them 
the diagnosis was doubtful. Following a critical 
review of these cases, he reports a case which he had 
under observation for a year and cites a case re- 
ported by Biilow-Hansen and Heyerdahl which was 
followed up after eleven years. 

Of the nineteen patients whose sex was recorded, 
eleven were boys and eight were girls. In the great 
majority of the cases the condition occurred before 
the ninth year of age, most frequently before the 
fifth year. 

The symptoms are those of spondylitis, but there 
isno abscess or sinus. In four of the reviewed cases 
the condition began with acute abdominal pains. 

The diagnosis is made by roentgen examination. 
The typical roentgen picture (reduction of a verte- 
bral body to a planoparallel sclerotic disk only 1 or 
2mm. high with preservation of the intervertebral 
cartilage) may develop in the course of a short time 
(several weeks), even if the patient is kept in a 
plaster jacket. Complete restoration of the shape 
and structure of the vertebra has not yet been ob- 
served. It seems probable that, at least in the great 
majority of cases, regeneration of the diseased ver- 
tebra takes place to only a very slight degree. In 
the two cases under observation for the longest time 
(Panner’s case, which has been under observation 
for eight years and Biilow-Hansen’s case which has 
been under observation for eleven years) there has 
been no regeneration at all and the vertebre adjoining 
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the flattened lamella-like vertebra have collapsed. In 
Biilow-Hansen’s case a good clinical result has been 
obtained although complete capacity for work has 
not been restored. Panner’s patient is obliged to 
wear a corset. 

Practically the only condition to be ruled out in 
the differential diagnosis is tuberculous spondylitis. 
The latter lesion is suggested by a more or less 
tapering intervertebral cartilage, an abscess shadow, 
and involvement of adjoining vertebra. Against the 
presence of tuberculosis is pronounced regeneration 
of the diseased vertebra. The patient’s age and the 
planoparallel flattening of the vertebra preclude the 
diagnosis of kyphosis juvenilis (Schuermann). 

The condition is an osteochondritis similar to 
coxa plana and Koehler’s disease of the foot. 

The treatment indicated is the same as that for 
spondylitis. At first a plaster jacket should be 
applied. Later, the wearing of a corset may be ad- 
visable. The author’s case shows that even rest in 
bed for a year cannot check the development of the 
disease. Albee’s operation has been performed in 
one case, but in the author’s opinion there is no 
reasonable indication for it. 


Mouchet, A.: Sacrolisthesis (Le sacrolisthésis). Rev. 
@’orthop., 1935, 42: 97. 

By “‘sacrolisthesis” the author means the rather 
rare condition of the sacrolumbar region in which 
the sacrum lies anterior to the fifth lumbar vertebra. 
By others this condition has been called ‘“retro- 
spondylolisthesis”’ and ‘“‘hierolisthesis.”” Two cases 
were reported in 1928 by Sicard. In 1930, Wain- 
druch and Korezky reported the case of a child eight 
years old. In this case the condition was clearly 
congenital. There was an abnormal prominencein the 
lumbar region and on roentgen examination the fifth 
lumbar vertebra was found to be completely behind 
the sacrum and somewhat below the upper sacral 
margin. The body of the fifth lumbar vertebra 
was hemispherical. 

Mouchet reports three cases. The first was that 
of a man thirty years of age who injured the lower 
part of his back in a fall. A year later he experienced 
a violent pain in the loins on lifting a weight, and 
for more than a year thereafter had suffered more or 
less pain in that region. Examination disclosed a 
pronounced lumbosacral (not lumbar) lordosis. 
Motion in the spine was normal. The upper part of 
the sacrum was tender to pressure exerted externally 
and through the rectum. There was a slight scoliosis 
to the left in the thoracolumbar region and to the 
right higher up. In the upper part of the sacrum the 
anteroposterior roentgenogram disclosed a large 
opacity shaped like a French policeman’s hat. The lat- 
eral roentgenogram showed that the sacrum was sub- 
luxated forward under the fifth lumbar vertebra 
and that its superior border made an angle of about 
130 degrees with the horizontal. The fifth lumbar 
vertebra was horizontal, its lower border making an 
angle of about 45 degrees with the upper border of 
the sacrum. 
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The two other cases reported were similar. Ar- 
throdesis by bone-grafting was advised but not 
accepted. In one case the pain was definitely 
alleviated by irradiation therapy. 

WILLIAM ARTHUR CLARK, M.D. 


Shore, L. R.: Polyspondylitis Marginalis Osteo- 
phytica. Brit. J. Surg., 1935, 22: 850. 


The author has given the name “ polyspondylitis 
marginalis osteophytica” to the chronic disease of 
the vertebral column referred to by others as “‘spon- 
dylitis deformans,”’ “‘spondylosis,”’ or “‘osteo-arthri- 
tis of the spine.” 

He states that the marginal osteophytes which 
occur are not related to the attachment of muscles 
or tendons and arise at a position on the vertebral 
body which is quite constant. They are separated 
from the flat surface of the vertebral bodies by 
grooves which mark the outer edge of the epiphyses. 
These grooves receive the sheaths of the inter- 
vertebral disks. The osteophytes arise in the short 
deep ligaments that connect the vertebral bodies. 
They therefore lie between the intervertebral disks 
and the supericial fibrous system which envelops the 
whole series of vertebral bodies and includes the 
anterior and posterior common ligaments. 

A graphic presentation of the distribution of 
osteophyte-bearing vertebre shows a three-waved 
curve with three areas of maximum incidence and 
three of minimum incidence. The sites of minimal 
incidence are at the ‘“‘anticlinal” vertebra through 
which a plumb-line would fall in the erect position 
of the body. These vertebre are supposed to be 
balanced and therefore to have a minimal tendency 
to slide or rotate. 

It is suggested that ossification is the result of 
strain put upon the short deep intervertebral liga- 
ments when the nuclei pulposi of the intervertebral 
disks lose their normal turgid elasticity. Loss of 
turgescence in the nuclei pulposi permits the inter- 
vertebral disks to bulge and the vertebrz to slip or 
rotate upon their neighbors. Any of these changes 
throws strain upon the deep intervertebral liga- 
ments. The changes that end in the production of 
osteophytes are thought to begin in degeneration of 
the nuclei of the intervertebral disks. This degen- 
eration may be brought about by trauma (over- 
weighting), natural senile change, and perhaps the 
invasion of toxins. Norman C. Buttock, M.D. 


Shore, L. R.: On Osteo-Arthritis in the Dorsal 
Intervertebral Joints. Brit. J. Surg., 1935, 22: 
833. 

This article describes the occurrence of osteo-arth- 
ritis in the synovial joints of the human vertebral 
column and offers speculations on the circumstances 
which cause certain regions of the vertebral column 
to be more prone to develop the disease than others 

The synovial joints of the vertebral column are 
those made by the thoracic intervertebral joints, the 
ribs, and the costocentral, costotransverse, occipito- 
atloid, and anterior atlanto-axoid joints. The author 
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discusses osteo-arthritis of the thoracic interverte- 
bral joints. 

The material on which Shore’s observations are 
based consisted of dried macerated bones obtained 
from vertebral columns assembled for anatomical or 
anthropological research. No clinical notes were 
available. Because of the nature of the material, 
only mechanical factors are considered in the dis- 
cussion of the cause of osteo-arthritis. The joints 
regarded as involved by osteo-arthritis were those 
presenting peripheral osteophytes. 

In the discussion of the pathological anatomy of 
osteo-arthritis three stages of development are de- 
scribed. In the first stage the disease is indicated 
only by a fringe of osteophytes around the normal 
contact area. In the second, it is represented by a 
zone of porous bone which separates the original 
contact area from a peripheral fringe of osteophytes. 
In the third, all traces of the original contact area 
are lost and the surface may be grooved, polished, 
and greatly deformed. 

The distribution of osteo-arthritis in the thoracic 
intervertebral joints, which the author presents 
graphically, shows three main zones of maximum 
incidence—a lumbo-thoracic, a cervicothoracic, and 
a cervical—which are separated by zones of minimal 
incidence at the joints between the seventh and 
ninth thoracic vertebre and at the joint between the 
sixth and seventh cervical vertebre. The upper 


thoracic peak occurs at the joint between the fourth 
and fifth thoracic vertebre, the cervicothoracic peak 
at the cervicothoracic junction, and the lumbo- 
thoracic peak between the second and third lumbar 


vertebre. 

The lumbothoracic peak is attributed to weight- 
bearing by the joints of the dorsiflexed lumbar 
column and absorption of the lower thoracic verte- 
bre into the lumbar curve as lordosis is established. 

The cervicothoracic peak is mainly the result of 
use of the upper limbs with transference of dorsi- 
flexion from the limbs to the thoracic skeleton and 
associated action of the erector spine muscle. This 
peak presents the following two peaks of increased 
incidence: 

1. An upper thoracic peak at the joint between 
the fourth and fifth thoracic vertebre. It is sug- 
gested that this is due to accentuation, with the on- 
set of lordosis and kyphosis, of the dorsiflexion which 
is a normal feature of inspiration. 

2. A cervicothoracic peak at the cervicothoracic 
junction. It is suggested that this is due to the 
strong urge to keep the head upright in spite of 
kyphotic changes in the thorax. In marked de- 
formity of the spine by kyphosis the head and neck 
are often borne upright in spite of great postural 
difficulties. 

The cervical peak is probably due to weight-bear- 
ing in joints of the already dorsiflexed cervical 
vertebre. 

The author devotes some space to a description of 
osteo-arthritis in the anterior atlanto-axoid joint. 
He found such involvement in about one-third of 
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the vertebral columns exhibiting osteo-arthritis 
elsewhere in the thoracic intervertebral joints. 
Norman C. Buttock, M.D. 


Milch, H.: Injuries to the Crucial Ligaments. 
Arch. Surg., 1935, 30: 805. 


Following a review of the literature on injuries to 
the crucial ligaments the author points out that the 
normal movement of the knee may be divided into 
two components: a flexion-extension motion occur- 
ring around a transverse axis and a rotary motion 
occurring around a vertical axis. He believes that 
the crucial ligaments function mainly during the act 
of flexion, and that in extension the support of the 
joint is borne by the collateral ligaments and the 
muscles about the joint. He cites experimental 
evidence in support of this theory. He states that 
in a typical case of injury to the collateral ligaments 
the condition can be readily diagnosed by demon- 
strating abnormal lateral mobility with the knee in 
extension. In injuries involving both crucial and 
collateral ligaments the diagnosis may be difficult. 
Displacement of the head of the tibia forward with a 
tear of the posterior crucial ligament is not always 
present, but when observed is of great diagnostic 
aid. 

Milch calls attention to the important part played 
by the quadriceps extensor muscle in the elicitation 
of this sign. He believes that in the absence of a 
combined tear of the collateral ligament, the surgeon 
should hesitate to recommend the Hey-Groves type 
of repair for torn crucial ligaments. 

In conclusion he states that the anterior crucial 
ligament is not an essential structure as its loss is 
compatible with relatively normal function of the 
joint. 

He reports eight cases in which operation was per- 
formed for tearing of the crucial ligaments. 

Pavut C. Cotonna, M.D. 


Meyer, M., Sartory, A. R., and Meyer, J.: Osseous 
Blastomycosis Simulating Tarsal Scaphoiditis 
of Young Children (Blastomycose osseuse simu- 
lant l’aspect d’une scaphoidite tarsienne des jeunes 
enfants). Presse méd., Par., 1935, 43: 558. 


The authors report a case of osseous blastomycosis 
ina child three years old. In March, 1933, the child 
developed a limp and complained of pain on the 
inner border of the left foot. Examination revealed a 
tender swelling over the scaphoid region. On roent- 
gen examination the scaphoid bone showed a 
decrease in size and an increase in density. Its 
margins were rough and its trabecular structure had 
disappeared. A diagnosis of Koehler’s disease was 
made and a plaster cast applied. 

When the cast was removed three months later 
there was a copious purulent discharge. At this 
time (when the patient was referred to the authors) 
the foot was enormously swollen, the mesial aspect 
being convex instead of concave, and presented 
several ulcerated areas. Examination of the pus 
showed saccharomyces. The treatment consisted of 


the administration of 60 drops of “iodogenol”’ daily, 
ultraviolet irradiation, and the application of dress- 
ings moistened in saline solution. 

Steady progress toward recovery was made until 
September, when the swelling and pain recurred. 
Roentgen examination then revealed pronounced 
decalcification of all the foot bones except the second 
metatarsal, which was enlarged and showed in- 
creased density. In December the child developed 
acute mastoiditis and at operation for that condition 
the same organisms that had been found in the foot 
were found in the mastoid. The operation on the 
mastoid was followed by gradual recovery. By 
March, 1934, the foot had regained its normal ap- 
pearance although roentgen examination showed 
complete disappearance of the scaphoid and a 
marked increase in the density of the second meta- 
tarsal bone. 

While in the beginning the condition seemed to be 
typical Koehler’s disease or osteochondritis, the 
clinical course showed that it was an entirely differ- 
ent lesion. Koehler’s disease does not cause sinuses 
or involve the soft parts. 

In Europe, mycetomas of the type occurring in 
this case are rare. It is assumed that the fungus 
organism gains access through a break in the skin, 
but in the case reported the skin seemed to be intact. 
The involvement of the mastoid region suggested 
that there may have been a primary focus, and that 
both the mastoid and foot foci were metastatic. 

When cultured, the organism grew well in several 
media, but best in glycerin jelly. It was of an 
elongated elliptical form and from 1 to 2 microns 
thick. In length, it ranged from 3 to 10 microns. 
It multiplies by division and may form short chains. 
In rabbits it causes inflammatory nodules when in- 
jected under the skin and death when injected 
intravenously. WituraM ArTHuR CiarK, M.D. 
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Martin, P.: A Contribution on the Treatment of 
Osteomyelitis (Contribution au traitement des 
ostéomyélites). Rev. méd. de la Suisse Rom., 1935, 
P. 193. 

In cases of acute osteomyelitis, about 85 per cent 
of which are due to staphylococci, 10 per cent to 
streptococci, and 5 per cent to other bacteria, non- 
surgical or surgical treatment may be chosen accord- 
ing to the requirements. Vaccines are rarely effective. 
Gentian violet, mercurochrome, and similar sub- 
stances injected intravenously sometimes fail to 
produce the desired results. Blood transfusion may 
be of value as a supplement to other treatment. 

On the basis of the assumption that the infection 
is almost always in the medullary cavity, it is neces- 
sary to open this cavity for drainage of the pus. 
Drill holes may prevent extension of the infection, 
but as there are usually many small foci, a complete 
opening should be made by chiseling out a large 
window from the cortex. However, it is best not to 
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curette the medulla in acute cases. Drainage by 
gauze and treatment by the Carrel-Dakin method 
have been employed extensively. Directly opposed 
to such methods is the procedure originated by Orr, 
which consists in packing the wound with vaseline 
gauze and then immobilizing the limb in a plaster 
cast and letting it alone without dressing for about 
four weeks. Granulations form in the depths of the 
wound and gradually force out the vaseline-gauze 
pack. The infrequency of dressings diminishes the 
changes of re-infection, and the immobilization pre- 
vents irritation of the tissues by motion. The bac- 
teriophage treatment discovered by D’Herelle and 
popularized by Albee has proved valuable. 

In chronic osteomyelitis, vaccines, chemotherapy, 
heliotherapy, quartz-light treatment, and vitamins 
are employed as adjuvants to operative treatment. 
Radical intervention for the removal of sequestra 
is unavoidable. Complete cleaning out of the ne- 
crotic bone may be followed by the Orr procedure 
just as in acute cases. 

The Orr method is based on four principles origi- 
nally advanced by Hunter, Lister, Hilton, and 
Thomas: (1) antisepsis to reduce the infection to a 
focus; (2) adequate drainage; (3) a dressing to pro- 
tect the wound from irritation and from secondary 
infection from without; and (4) immobilization to 
prevent muscle spasm and pain and maintain opti- 
mum conditions for natural healing. It consists in 
making a wide incision, taking out a generous piece 
of cortex with the motor saw or chisel, cleaning out 
the abscess cavity with avoidance of unnecessary 
trauma, swabbing with 3.5 per cent iodine, washing 
with 7o per cent alcohol, packing with vaseline 
gauze, covering with a dry dressing, and applying a 
plaster cast. When the vaseline-gauze tampon is 
removed after several weeks, the wound is found 
granulated, the cortical opening is somewhat nar- 
rowed, and the borders of the incision show a new 
growth of epithelium. A new vaseline-gauze pack is 
then introduced and a new cast applied. 

Five of the author’s cases are reported. 

Case 1. A boy seventeen years of age developed 
acute osteomyelitis of the upper end of the humerus 
after cut ona finger. The upper arm was extremely 
swollen and presented several draining sinuses. 
There was a pathological fracture of the humerus. 
The general condition was alarming. Drainage was 
improved by several new incisions, and seven weeks 
later the Orr treatment and sequestrectomy were 
carried out. After this treatment the general condi- 
tion rapidly improved, and after about eight weeks 
the osteomyelitis appeared to be cured. The final 
results after twenty-seven weeks were: ankylosis of 
the shoulder, flexion of the elbow to 70 degrees, ex- 
tension of the elbow to 100 degrees, and fair function 
of the hand. 

Case 2. A boy fourteen years old presented swell- 
ing of the arm due to acute osteomyelitis centering 
at the elbow. After incision for drainage and about 
nine weeks of almost daily dressing, the Orr method 
was employed. Several sequestra were removed. 


The packing was changed after three and a hal{ 
weeks, when pus was leaking out at the end of the 
cast. At the end of about eight weeks the wound 
was found to be well granulated and the bone lesion 
practically cured. The wrist was ankylosed, but 
otherwise the function of the arm was good. 

Case 3. The patient was a boy ten years of age 
who presented a lesion of the carpal and metacarpal 
bones. The Orr treatment was used after other 
methods had failed. The child was in an extremely 
toxic condition. The destruction of the carpus was 
quite advanced, and several small sequestra came 
out with the drainage. After about four months of 
the Orr treatment cicatrization was well advanced. 

Case 4. The patient was a boy ten years of age 
who was suffering from acute osteomyelitis of the 
tibia accompanied by fever which reached 39.8 de- 
grees C. Three days after the Orr treatment was 
started the temperature came down to 36.8 degrees 
C. and thereafter showed no further rise. Dressings 
were done after two weeks and again three weeks 
later. The condition was completely cured in about 
two months. 

Case 5. The patient was a boy fourteen years of 
age with osteomyelitis of the tibia which ran a 
course similar to that in Case 4. Cure was effected 
in about a month. 

In Cases 4 and 5 the gauze was at first not pushed 
out readily by the granulations because the amount 
of vaseline in the gauze was insufficient. A more 
liberal amount of vaseline was therefore used. 

In summarizing, the author makes the following 
statements: 

1. The localization must be determined accurately. 

2. Intervention must be immediate. 

3. Respect the healthy part of the bone. 

4. Use an Esmarch tourniquet. 

5. The application of iodine is unnecessary. 

6. For drainage, use gauze impregnated with a 
large amount of vaseline. 

7. The dressing should be slightly compressed by 
the plaster cast. 

8. Sensitive skins should be protected with zinc 
ointment. 

9. The plaster cast should extend beyond the 
joints on either side of the lesions and should be well 
moulded without too much padding. 

10. The only indication for early change of the 
dressings is a rise in the temperature. 

11. It is best to leave the cast in place for some 
time after apparent cure of the lesion. 

12. Do not begin massage and motion too soon. 

13. In cases operated upon early there is no tend- 
ency toward the formation of sequestra. 

Wrturam ArtHur C1rark, M.D. 


Zur Verth, M.: Amputation of the Lower Extremity 
and Artificial Limbs (Absetzung und Kunstersatz 
der unteren Gliedmassen). Ergebn. d. Chir., 1034, 

27: 191. 
In his introductory remarks the author cites the 
great number of persons who have undergone am- 
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putation. In Germany the total number, exclusive 
of persons who have lost only fingers or toes, is about 
100,000. In about 66,000 cases the amputation was 
done because of injuries sustained in the world war. 
This article is based on experiences and studies 
made chiefly in the cases of war veterans. Some 
surgeons believe that war-time observations are not 
applicable to conditions in times of peace. In sup- 
port of this theory they cite the severity of war in- 
fections, the frequently long time that elapses before 
war injuries are treated, and the lack of surgical 
training of many physicians who are obliged to per- 
form amputations under war conditions. Their 
argument is partly correct, but the amputation of a 
limb that has been run over in street dirt is, after ali, 
not very different from the amputation of a limb that 
has been shattered by gunfire. The number of 
decidedly poor stumps left by amputations per- 
formed during peace times is not small in spite of the 
fact that such amputations are not complicated by 
the difficulties of war time. Post-war experience has 
led to recognition of the influence of the construction 
of the artificial limb on the shape of the stump and 
of the patient on the type of artificial limb chosen 
and the use of the artificial limb. 

After briefly reviewing the history of amputation 
of the limbs the author discusses the general indica- 
tions for the operation. He states that while 
artificial replacement of the foot has been widely 
successful, artificial replacement of the hand has 
proved less practicable. Therefore the indications 
for amputation must be more strictly limited for the 
upper than for the lower extremity. For the lower 
extremity the author recognizes a relative as well as 
an absolute indication for amputation. With Gocht, 
he distinguishes between the stump capable of 
weight-bearing and the stump capable of endurance. 
According to his view, there is no stump capable of 
constant weight-bearing; sooner or later the best 
end bearing stump comes to the end of its tolerance. 
He states that the average period before the signs of 
failing tolerance appear is eight years, but the time 
is very variable. Even the exarticulation stumps 
which are capable of weight-bearing at first are poor. 
Amputation creates end-organs which lack the 
characteristic features of the natural end-organs 
padding and a blood and nerve supply) and must 
therefore give way. However, efforts must be made 
to render the end of the stump capable of weight- 
bearing and painless. Only simple procedures should 
be used for the purpose. Bier proposed covering the 
end of the bone with a pedicled flap of periosteum and 
bone, but it is simpler, and therefore preferable, to 
use a pedicled flap of periosteum. If a periosteal 
flap is not obtainable, a smooth amputation is the 
procedure of choice. The aperiosteal procedure is 
associated with the danger of sequestration of the 
crown. The attempt is still being made to give the 
end of the bone a pad of muscle, but this only 
lengthens the interval before the artificial limb can be 
used. Often the padding with muscle leads to the 
formation of a club stump. Such a stump cannot be 


provided with a cup which fits well at all points. 
Moreover, the muscle shrinks and after a few years 
all that remains of the muscle is a connective-tissue 
flap. A stump-sole free from scar tissue is best ob- 
tained by the flap amputation or the circular 
amputation performed in several stages. However, 
the necessity of the moment may demand a circular 
amputation performed in 1 stage. The care of the 
nerve stump is still an unsolved problem. In spite 
of all warnings, the nerves are still sectioned at the 
level of the amputation surface. While section at a 
higher level does not protect against neuroma, 
it prevents the nerve end from becoming caught in 
the amputation scar and therefore protects it from 
pulling. The injection of 5 per cent formalin or 100 
per cent alcohol into the peripheral nerve stump 
according to Foerster’s method should not be 
neglected. 

The author next discusses the various types of 
stumps of the lower extremities with particular re- 
gard to the amputation level. In this connection he 
refers to his well-known earlier works and especially 
to his amputation figure. He states that the short 
Gritti amputation yields the best thigh stump. 
While it does not assure weight-bearing capacity any 
more than other operations, it leaves a stump with 
a well-rounded sole which is free from scar tissue and 
is painless. 

Most surgeons reject exarticulation of the knee 
joint. Stumps below the knee less than 6 cm. long 
are useless. As much as possible of the upper half of 
the shaft should be preserved. The Syme stump 
is too long. The short Pirogoff stump is useful, 
but it must be at least 4 cm. shorter than the other 
leg. The fact that a certain number of Pirogoff 
stumps become entirely useless in time must be borne 
in mind. 

The following observations are applicable to am- 
putations in general: 

1. The stump, including its soft-part covering, 
must be well nourished, insensitive, and as free from 
scar tissue as possible. 

2. Of particular importance is free movement of 
the stump joint. 

3. In the choice of the site of amputation the 
mechanics of the artificial limb must be given con- 
sideration. 

Instead of minimal removal, evaluation of the 
individual segments of the limb should receive chief 
consideration. As a rule very short and very long 
stumps are functionally useless. The after-treat- 
ment of the stump has been considerably changed 
by the discovery that the weight-bearing capacity of 
the stump is generally of less importance than its 
other properties. The after-treatment must be di- 
rected toward the establishment of free movement 
in the stump joint, relief of the edema of the stump, 
reduction of the subcutaneous layer, and toughening 
of the skin. 

The next section of the article deals with the 
problem of loss of earning power from amputation 
of the lower extremities. Reckoning the amount of 





272 


compensation on the basis of the length of the 
stump leads to false conclusions. In the evaluation 
of earning power it is necessary to consider not only 
the function of the injured limb, but also how much 
the earning capacity can be increased by a pros- 
thesis. 

The author next discusses prostheses for the lower 
limb. He states that the patient usually regards the 
artificial limb first as a means of restoring the ex- 
ternal semblance of a complete body. He therefore 
demands that the prosthesis have the appearance of 
the lost part. However, restoration of function is 
especially urgent when the lower extremity has been 
amputated. After amputation of the hand or arm it 
is somewhat less important. Hence, in the case of 
the lower extremity the indication for guaranteeing 
an artificial limb is absolute, while in the case of the 
upper extremity it is relative. The number of 
artificial arms that are unused is very large. The 
author reviews briefly legal decisions on the guaran- 
teeing of artificial limbs, which differ with the 
different kinds of insurance. 

The next part of the article deals with the ques- 
tion as to when the patient should first be supplied 
with an artificial limb—whether the final artificial 
leg should be ordered immediately or after a pro- 
visional leg has been used for a while. The author 
believes that the permanent artificial leg should be 
fitted as soon as possible. A long wait to allow the 
tissues to shrink before measuring for the prosthesis 
in order to render future alterations of the cup un- 
necessary he considers an error as most changes in 
the stump (with atrophy of its musculature or hyper- 


trophy of other muscle groups used for movement of 
the stump) do not take place until after the artificial 
limb has been worn. Moreover, the change from the 
interim leg to the final artificial leg requires another 
series of re-adaptations which sometimes make too 


great demands upon the patient. To solve the 
problem the author suggests measuring the patient 
for the artificia] leg and during the time that the leg 
is being made, which is usually several weeks, sup- 
plying him with a peg or ‘‘ wooden leg” of the sim- 
plest sort such as can be easily made in any hospital 
(a sheath of plaster with a wooden peg tipped with 
hard rubber or an iron walking splint). 

The next part of the article deals with the manu- 
facture of artificial limbs. The author states that 
this work has passed out of the hands of the physi- 
cian, being carried on in the workshops of masters 
of plastic art. The products of this artistic creation 
must pass tests based on general principles. The 
art of making prostheses requires a scientific founda- 
tion. It is necessary to present the basic laws to 
master mechanics in an easily understandable form. 
The author discusses the development of these laws 
and the measures by which they are applied in the 
making of artificial legs. 

He next discusses the most satisfactory artificial 
limbs. He states that the leather-splint leg belongs 
essentially to the past. In general, the artificial leg 
of choice is the wooden leg constructed according to 
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the laws of statics, but when the light-metal tech- 
nique is well known in the workshop, a light-metal 
limb is to be preferred for the thigh stump. For the 
lower leg stump, the wooden leg is the most satis. 
factory. 

The next section of the article deals with various 
types and special modes of construction of artificial] 
limbs. 

In conclusion the author emphasizes again that 
the making of artificial limbs has become a science. 
He believes that there should be a center for the 
construction of prostheses and for research and in- 
struction to rehabilitate persons who have lost a 
limb by amputation. 

(ZILLMER). FLORENCE ANNAN CARPENTER. 


Molotkoff, A. G.: The Source of Pain in Amputa- 
tion Stumps in Relation to the Rational 
Treatment. J. Bone & Joint Surg., 1935, 17: 410. 


The modern treatment of pain in amputation 
stumps is based chiefly on the theories regarding 
amputation neuromas and ascending neuritis. The 
author believes the pain is due primarily to involve- 
ment of terminal branches of special pain-conduct- 
ing cutaneous nerves included in the scar and only 
secondarily to neuromas of the large nerve trunks. He 
bases this opinion on observations made in eleven 
clinical cases in which section of only the cutaneous 
nerves was done. 

There are two distinct types of painful amputation 
stumps. One is characterized by pain referred to the 
absent limb, and the other, by pain which is 
purely local. Proper treatment requires a thorough 
knowledge of the anatomy and physiology of the 
cutaneous nervous system and careful preliminary 
examination of the amputation scar. 

In cases of pain radiating toward the inner part 
of the foot and associated with tenderness of the 
medial part of the scar, division of the obturator 
nerve near its exit from the foramen obturatum has 
been successful. When the pain radiates toward the 
outer part of the foot and there is local tenderness of 
the outer part of the scar, satisfactory results have 
been obtained by sectioning the cutaneus femoris 
lateralis just below the anterosuperior spine of the 
ilium. In cases of pain irradiating toward the ante- 
rior part of the thigh and knee with corresponding 
points of tenderness in the scar, additional section 
of the lumbo-inguinal nerve below Poupart’s liga- 
ment has proved helpful. In the upper extremities, 
section of the cutaneus antibrachii lateralis has 
been successful in relieving pain localized in the first 
three fingers and the corresponding volar surfaces 
of the hands. 

In cases of high amputation these procedures are 
usually of no value. The conductors of pain in the 
upper third of the thigh and arm have not yet been 
determined. 

The author believes that a trial of the more conserv- 
ative measures he describes is justified because of 
the frequent failure of radical procedures. 

Rupotps S. Reicu, M.D. 
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Zadek, I.: Transverse-Wedge Arthrodesis for the 
Relief of Pain in Rigid Flat-Foot. J. Bone & 
Joint Surg., 1935, 17: 453- 

Flat-foot is classified as flaccid, spastic, or rigid. 
Flaccid flat-foot may be corrected by re-education 
of the muscles of the foot to obtain proper balance, 
supplemented sometimes by a support. Spastic 
flat-foot must first be reduced to the flaccid type by 
baking and massage or by strapping with adhesive 
plaster or a plaster-of Paris-bandage. After this has 
been done, the treatment indicated is the same as 
that for the originally flaccid type of flat-foot. 

This article deals particularly with treatment of 
rigid flat-foot which has lasted so long that it pre- 
sents marked resistance to correction. Patients with 
rigid flat-foot give a history of great pain and dis- 
ability over a long period of time. The author 
reviews the various forms of treatment that have 
been advocated. Stretching under anesthesia has 
been the method of choice, but the frequent necessity 
for repetition of this treatment proves its inadequacy. 

Zadek presents an operation for relief of pain 
which is based on the belief that strain and stability 
in the rigid flat-foot are closely related to the joint 
between the astragalus and the os calcis. A 2%-in. 
incision is made in the line of the tibialis posticus, 
beginning posterior to the astragaloscaphoid joint, 
and the soft tissues are retracted to expose the 
astragaloscaphoid joint. A transverse wedge of 
bone, which must include the joint and will, of 
necessity, consist of several pieces, is removed with 
its base, 34 in. wide, presenting on the medial aspect 
of the foot. Care must be taken to prevent inversion 
of the os calcis in its fusion with the astragalus as 
this may result in a painful foot. A plaster-of-Paris 
bandage is applied with the foot at right angles, the 
heel apparently slightly inverted, and the forefoot 
down. 

Four weeks after the operation the cast is removed, 
a walking cast is applied, and weight-bearing is 
encouraged. At the end of eight weeks the second 
cast is removed, Whitman plates are applied, and 
baking and massage are instituted. 

Of eight feet operated upon in this manner three 
or four years ago, the pain was relieved in all. 
RupotpH S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Schnek, F. G.: The Conservative Treatment of 
Total Dislocation of the Lunate Bone (Die 
konservative Behandlung der Totalluxation des Os 
lunatum). Beitr. 2. klin. Chir., 1935, 161: 129. 


According to De Quervain, the common disloca- 
tion-fracture of the wrist consists of a perilunar 
dorsal dislocation of the hand and an intra-articular 
fracture of the navicular bone. When the force is 
very severe the lunate bone and the attached frag- 
ment of the navicular bone may be completely dis- 
located toward the volar side and come to lie between 
the soft parts. The author suggests describing this 
injury as ‘‘total dislocation of the lunate bone with 
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partial dislocation of the fractured navicular bone.” 
Clinical examination discloses shortening and an 
increase in the dorsovolar diameter of the wrist. 
Both bones can be felt on the flexor side. As a rule 
there are no disturbances of the median nerve. 

In most of the cases reported the dislocated bones 
were extirpated as it was believed that the dislocated 
lunate bone would become softened and a pseudar- 
throsis would develop in the navicular bone. How- 
ever, malacia of the lunate bone has never been 
observed. The volar ligaments containing the nutri- 
tive vessels of these bones always remain intact. 
Pseudarthrosis of the navicular bone will not occur 
if reduction is effected immediately. When fixation 
is continued for from eight to twenty weeks, bony 
union nearly always results. 

The author describes the technique of reduction. 
As a rule simple longitudinal traction, in which the 
bones are pushed back by the stretched flexor ten- 
dons, is sufficient. Sommer’s claim that this method 
will fail in cases in which the lunate bone slips up 
under the skin between the flexor tendons is refuted 
by the author by the statement that although the 
bones may be felt under the skin they always remain 
within the sac of the tendon sheaths. The possibility 
of non-operative reduction of total dislocation has 
been proved by roentgen examination. For cases in 
which the injury is not recent, Schnek prefers 
operative reduction to extirpation as even those who 
advocate the latter procedure admit that disturb- 
ances of movement and arthritis deformans result 
from lack of adaptation of joint surfaces. 

Fracture of the navicular bone and perilunar dis- 
location are frequent especially in the constitutional 
anomaly of the radius called “console radius.” In 
this anomaly the distal articular surface of the radius 
is bent in a more radial direction and somewhat dis- 
placed. Progressive changes lead to Madelung’s 
deformity. (RATHCKE). WrtxtAm C. Beck, M.D. 


Stimson, B. B., and Swenson, P. C.: Unilateral 
Subluxations of the Cervical Vertebre2 With- 
out Associated Fracture. J. Am. M. Ass., 1935, 
104: 1578. 

The authors review a series of sixty-six cases of 
unilateral subluxation of the cervical vertebre with- 
out associated fracture. Fifty-two of the patients 
came for treatment within twenty-four hours after 
the onset of symptoms. 

The initial trauma is very slight and is apt to occur 
when the muscles are off guard. In the typical case 
the patient is a relatively young adult who comes 
for treatment for stiffness and pain in the neck 
within twenty-four hours after a mild twist or jerk 
of the head. He holds his head tilted to one side and 
is unable to bend it to the opposite side. 

In discussing the differential diagnosis the author 
emphasizes the need for accurate stereoscopic roent- 
genograms in both lateral and anteroposterior 
positions. 

The treatment indicated is reduction by head 
traction or manipulation with some form of im- 
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mobilization depending upon the length of time that 
has elapsed since the injury and the difficulty of 
the reduction. 

Five recurrences are reported. The article con- 
tains roentgenograms. 


Pomeranz, M. M., and Sloane, M. F.: Slipping of 
the Proximal Femoral Epiphysis. The Thera- 
peutic Results in 101 Cases. Arch. Surg., 1935, 
30: 607. 

Slipping of the proximal femoral epiphysis has 
been much discussed in the literature but, in the 
main, more from the point of view of diagnosis and 
etiology than that of treatment. The authors report 
the findings of a study to determine the end-results 
in cases treated by various accepted methods and 
observed over a period of years. They present a 
review of the literature with an attempt to classify 
the results according to the procedures employed. 
They believe that the value of radical surgical 
methods has been unfortunately and unnecessarily 
overemphasized. The records in the literature show 
that good results were obtained in approximately 
50 per cent of all cases, regardless of whether radical 
or conservative treatment was used. In some of the 
cases in which the results were reported as end- 
results the follow-up period was too short to permit 
an accurate estimation of the success of the treat- 
ment. Misinterpretation of roentgenograms was 
common. 

The authors report the results obtained in t1o1 
cases treated in the Orthopedic Department of the 
Hospital for Joint Diseases, New York. These in- 
cluded only cases in which the records were com- 
plete and satisfactory and roentgenograms showing 
the original condition and the end-result were avail- 
able. The lesions are divided into the following types: 
(1) slight slipping; (2) marked slipping: (a) acute 
traumatic, (b) chronic; (3) union in malposition; 
and (4) old cases. The authors give a detailed report 
of the results obtained under conservative and under 
operative treatment, comparing separately those 
obtained in the cases of slight slipping and those ob- 
tained in the cases of marked slipping. In pre-slipping 
cases conservative treatment was employed. This 
consisted of manipulation, immobilization in a cast, 
impaction with a Cotton mallet, traction, or rest. 
Manipulation was used in by far the largest group. 
Satisfactory reposition was obtained in more than 
50 per cent, and there were no poor results. The 
authors believe that in many cases rest alone will 
accomplish a great deal as in cases of bilateral 
slipping good results were obtained on the untreated 
side after prolonged rest. 

Of the cases of marked slipping, re-alignment 
occurred in only 5. In all of the latter the slipping 
was of the acute type. In the cases of chronic slip- 
ping the condition was unaffected except when it was 
made worse. The authors are of the opinion that in 
cases of marked chronic slipping gradual traction is 
worthless. Drilling was employed only in cases of 
slight slipping. The authors believe it should be 
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used with conservatism. In the cases in which 
operative treatment was used, which included mos: 
of the cases of marked slipping, reconstruction, 
re-alignment, or wedge resection was done. The 
results of all treatments are presented in tables. The 
authors’ findings and conclusions are summarized 
as follows: 

1. In the majority of very early cases healing 
occurs best under treatment by immobilization or 
rest without manipulation. Repeated efforts to re- 
duce the deformity, as evidenced by a multiplicity 
of corrective maneuvers, appear to aggravate the 
situation. Judging from comparable cases on record, 
it is impossible to escape the impression that in 
many instances the end-results would have been 
better if the patients had been left entirely alone. 

2. Ina few cases of bilateral slipping the untreated 
side healed as well as the treated side or the side 
treated conservatively healed as well as the side 
treated radically. 

3. In the cases in which manipulation and opera- 
tion were employed the end-result was only too 
frequently worse than the original deformity. 

4. In many cases manipulation failed to re-align 
the femoral head and aggravated the deformity. 
Manipulation appears to be unwarranted in cases 
of slight slipping and ineffectual in cases of marked, 
chronic slipping, but definitely indicated in cases of 
acute traumatic slipping. Stiffness of the joint may 
occur even when manipulation has been employed. 

5. In the early and moderately advanced cases 
impaction by the Cotton mallet appears to be a safe 
non-operative method to hasten ossification through 
the epiphyseal line and arrest the deformity. The 
functional results are usually good. However, this 
method appears to be contra-indicated in the acute 
traumatic cases with displacement of the epiphysis. 

6. In cases of slight slipping operation by drilling 
was employed with good functional results and the 
occurrence of premature ossification through the 
epiphyseal line. 

7. In cases of chronic marked slipping the subtro- 
chanteric osteotomy represents the totality of effec- 
tive and permissible procedures to correct the de- 
formity. 

8. In cases of so-called re-alignment of the epiphy- 
sis by operation, the position of the allegedly 
re-aligned head often remained exactly as it was 
before operation. 

9. Even if anatomical restitution is satisfactory, 


complete redislocation of the epiphysis may occur if 


the period of immobilization is short. 

ro. Reconstruction operations may result in in- 
fection, necrosis of the remaining head, and fixation 
of the joint. They appear to be the least desirable 
of all procedures. It may be postulated categorically 
that the more radical the surgical procedure the 
worse the end-results. 

11. In many of the cases of so-called good end- 
results extensive changes occur in the contour of the 
femoral head and joint within five years. 

BarBARA B. Stimson, M.D. 
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Bruecke, H. von: Fractures of the Femur (Ueber 
Oberschenkelbrueche). Deutsche Zischr. f. Chir., 
1935, 244: 405. 

The author reviews 327 cases of fracture of the 
femur which were treated in the Accident Station of 
the von Eiselsberg Clinic in the period from 1922 to 
1931. These included only cases of pertrochanteric 
fracture below the lesser trochanter, shaft fractures, 
and T and Y fractures at the lower end of the femur. 
Fractures of only 1 condyle, fractures of the greater 
and lesser trochanter due to muscle pull, and frac- 
tures of the neck of the femur are not considered. 
Twenty-five per cent of the patients were children. 

In the first year of life transverse fractures are 
most common because the structure of the bone has 
not yet been changed by function. Between the 
first and fifth years the greater number of fractures 
are oblique. Later, supracondylar fractures, which 
are typical in childhood, become more common. 

In the cases reviewed there were 20 pertrochan- 
teric fractures, 43 subtrochanteric fractures, 231 
shaft fractures, 17 supracondylar fractures, 13 dia- 
condylar T or Y fractures, and 3 separations of the 
epiphysis of the distal extremity of the femur. 

The pertrochanteric fracture is a very character- 
istic form which is usually produced by force against 
the outer hip region. Frequently, in this fracture, 
the lesser trochanter is torn off in a wedge shape. 

Ninety of the reviewed fractures were caused by 
a fall on even ground, 62 by direct violence, 58 by 
traffic accidents, 40 by falls from a small height 
(stairs), 39 by falls through windows, 20 by winter 
sports, and 4 by gunshot injuries. Fourteen were 
spontaneous fractures and 12 per cent were due to 
disease processes (tabes, bone cysts, carcinoma, 
Paget’s osteitis deformans, generalized osteitis fi- 
brosa with a parathyroid adenoma [12 cases], 
rickets, osteomyelitis, hemophilia, osteogenesis im- 
perfecta, hypernephroma metastases). Seventeen 
of the 36 fractures due to disease processes were 
transverse fractures occurring below the lesser 
trochanter, the most common site of fracture in 
tabes and Paget’s disease. In tabes the surgeon 
should beware of exuberant callus. Fractures 
through cancerous bone frequently heal. In cases 
of osteitis fibrosa the possibility of a parathyroid 
tumor should be considered. In 1 of the cases of this 
condition reviewed by the author death resulted 
because such a tumor was missed. In the other, the 
operative removal of a parathyroid adenoma by 
Gold was followed by the healing of previously re- 
sistant pseudarthroses in both femora. In rickets 
and osteogenesis imperfecta, fractures heal rapidly, 
but because of the softness of the callus they must 
be immobilized a long time. In cases of bone cysts, 
fractures sometimes do not heal until after curettage 
and the application of a pedicled periosteal flap 
(Oppolzer). 

The von Eiselsberg Clinic opposes open reduction, 
especially in the cases of children. Of the fractures 
reviewed, only 2.5 per cent were operated upon. 
Since 1929, operation has been done in only 1 case. 


There were only 2 pseudarthroses followed by 
good results. The author states that the interposi- 
tion of muscle and soft parts does not play the réle 
that is commonly ascribed to it. Von Eiselsberg and 
Schlossbauer unconditionally demand manual re- 
position with rotary movements continued until the 
bone ends are felt rubbing against each other. It is 
believed at the von Eiselsberg Clinic that in com- 
pound fractures osteosynthesis is injurious because 
of the increased danger of infection. Primary plaster 
splinting is being given up chiefly because it does 
not always hold the fragments in the correct position 
and it injures the knee joint. Extension and semi- 
flexion are the methods of choice. As the chief essen- 
tial is alignment of the distal fragment with the 
proximal fragment, the Zuppinger semiflexion should 
not be used routinely, particularly in fractures of 
the upper third of the femur. The author describes 
the von Eiselsberg splint in which the upper and 
lower leg portions can be fastened together at any 
desired angle and the length of the femoral portion 
can be adjusted. To obtain good abduction the 
splint is placed on a small table near the bed which, 
in cases of subtrochanteric fracture, is tilted slightly 
outward on its long axis for adaptation to the marked 
outward rotation of the upper fragment. The tend- 
ency toward varus position, toward anteversion 
(in both upper thirds), and toward recurvation in 
the lower third must be borne in mind. Of the cases 
reviewed, the traction was made with wire or 
clamps fastened in the head of the tibia in 34 and 
through the femoral condyle in 126. The Schmerz 
clamp is being abandoned because of the frequency 
of complications associated with its use. At the 
von Eiselsberg Clinic penetration of the fracture- 
hematoma by a wire or clamp is considered always 
dangerous. Overstretching of the capsule of the 
knee joint has not occurred, but the great weight of 
from 20 to 25 kgm. (15 kgm. in the cases of women) 
is used only in the first days and then replaced by a 
lighter weight. The traction is continued until good 
consolidation has occurred—therefore, for four, six, 
or eight weeks. At the end of that time a plaster 
cast is applied and left on for from two to six months. 
After removal of the cast, an Unna paste dressing 
is applied to the lower leg to prevent edema and 
varices, and an elastic bandage is applied around 
the knee joint to prevent effusion. The author 
warns against strong passive motion in the knee. 

Of 24 patients with compound fractures, 9 died 
of severe associated injuries. Of the remaining rs, 
1 died of fat embolus, 3 of sepsis, 1 of gas gangrene, 
and 1 of pulmonary embolism. 

In the treatment of compound fractures, débride- 
ment was done and in early cases the wound was 
sutured when possible. Tetanus antitoxin and from 
50 to 60 c. cm. of gas-bacillus antitoxin were given. 
Before serum prophylaxis was begun, there were 3 
cases of gas gangrene. In all of the 5 cases of fracture 
in which amputation was done, death resulted. 

In the total number of cases of fracture reviewed, 
there were 45 deaths, a mortality of 13.8 per cent, 
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but if the 30 deaths from associated injuries and 
intercurrent diseases are subtracted, the mortality 
was only 4.6 per cent (15 deaths). There were 2 
pseudarthroses. 

The author re-examined 37 of the surviving pa- 
tients and received written reports regarding the 
condition of the 59 others. Sixty-eight per cent of 
those followed up were fit for hard work and sports, 
22 per cent were able to undertake all but the hardest 
work and strenuous athletics, 5 per cent were able to 
do only light work, and 5 per cent were incapaci- 
tated. Shortening or lengthening of the leg up to 
I.5 cm. caused no disability, and shortening or 
lengthening of from 1.5 to 3 cm. caused only slight 
disability. Forty-nine per cent of the patients had 
no shortening and 49 per cent had shortening up to 
1.5 cm. Free flexion of the knee was possible to 35 
degrees in 37 per cent, to 60 degrees in 37 per cent, 
and to go degrees in 19 per cent. 

(FRANZ). BARBARA B. Stimson, M.D. 


Andersen, K.: The Treatment of Fractures of the 
Neck of the Femur (Ueber die Behandlung der 
Schenkelhalsbrueche). Acta chirurg. Scand., 1935, 
76: 457. 

The author gives a short summary of the history 
of internal fixation in fractures of the femur. He 
believes that the treatment of these fractures has 
recently been influenced by two factors, viz., insist- 
ence on careful and immediate diagnosis by means 
of roentgenograms taken in two planes as urged by 
Boehler, and the method of treatment advocated by 
Sven Johansson. In briefly describing the Johansson 
method, Andersen states that it is not difficult if 
the correct instruments are available. He reports 
cases in which this treatment was employed. The 
case histories are supplemented with roentgenograms. 
In fresh cases the results have been satisfactory so 
far, but in two cases of pseudarthrosis the end- 
results were not good. BarsBara B. Stimson, M.D. 


Bohler, L.: Operative Treatment of Fractures of 
the Neck of the Femur by the Extra-Articular 
Method of Sven Johansson (Operative Behand- 
lung der Schenkelhalsbruche mit der extra-artiku- 
laren Methode von Sven Johansson). Zentralbl. f. 
Chir., 1935, P- 137- 

Since the wide exposure of the hip joint in the 
treatment of fractures of the femoral neck by the 
Smith-Petersen method is a difficult procedure, Sven 
Johansson and Jerusalem devised an extra-articular 
operative method by which a bored nail is driven 
over a previously inserted wire. As this procedure 
can be carried out under local anesthesia, it is 
applicable in a greater number of cases. The only 
cases in which it is contra-indicated are those of 
patients with tabes and those of patients unable to 
walk before the operation. 

The author gives a detailed description of his 
method of treating fractures of the neck of the 
femur. Twenty cubic centimeters of a 2 per cent 
solution of novocain are injected into the hip joint 
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and roentgenograms then taken with the leg in 
internal and external rotation. If a medial fracture 
of the femoral neck of the adduction type is found, 
for example, a nail is first driven through the tibial 
tuberosity and the leg then laid in a Braun splint 
with adhesive plaster traction on the forefoot. With 
strong abduction of the leg and the foot of the bed 
elevated from 30 to 40 cm., traction is applied on 
the tibial nail by a weight equal to one-seventh of 
the body weight. After several hours the position is 
checked by a roentgenogram and the weight changed 
if a change is indicated. Ifa Braun splint and ex- 
tension are not used and the leg is placed between 
sand bags, the patient may easily acquire bed sores 
and the leg often rolls out. 

If careful clinical investigation several days later 
shows the patient to be in good condition, nailing of 
the fragments is undertaken. The joint is anesthet- 
ized by the injection of 20 c.cm. of a % per cent 
solution of novocain. The patient is then placed 
on the extension table with his legs spread so that 
they are separated from each other by 70 cm. and 
both legs are rotated inwardly so that the patellas 
look inward 20 degrees. The direction of the femoral 
neck is then determined constructively. A line is 
drawn from the spine of the pelvis to the superior 
iliac spine, this is bisected, and the femoral head, 
which lies 2 cm. deeper, is indicated by a mark. A 
second lead mark is placed at a point from 6 to 8 
cm. below the tip of the greater trochanter. On the 
line joining these two marks a third mark is placed. 
By two roentgenograms the position of the frag- 
ments and of the marks is then determined. The 
skin and soft parts are anesthetized about 15 cm. 
downward from the trochanter and the bones 
exposed. In good position as determined by the 
direction points, a wire 20 cm. long and 1.5 mm. 
thick is then bored through the neck into the head. 
A second wire is inserted 1 cm. higher and parallel 
with the first. New roentgenograms are then made. 
If the wires are not well placed another wire is 
inserted until a good position is obtained. This pro- 
cedure may require several hours as always a new 
roentgenogram must be made. Over the correctly 
placed wire, a perforated nail is threaded and driven 
into the depths by means of a special instrument. 
The length of the nail is measured on the roentgeno- 
gram. Finally the wire is withdrawn, the fragments 
are impacted by hammer blows on the trochanter, 
and the nail is driven into the bone up to its head. 
For this procedure one minute of complete anesthesia 
is necessary. Another roentgenogram is then made. 
If the nail is found to be in good position, the leg is 
placed in the Braun splint and movement of the 
joint is soon started. 

After fourteen days the patient is allowed to get 
up with a narrow, close-fitting plaster dressing which 
reaches to the knee. The lower leg is covered with a 
zinc paste bandage to the toes to limit the swelling. 
The bandage is left on for from eight to ten weeks. 
If two roentgen machines are available much time 
will be saved. The article contains illustrations. 
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So far, the author has operated on twenty cases 
without wound infection. 
(BRUENING). BARBARA B. Stimson, M.D. 


Milianitch, N., and Simovitch, M.: The Use, as a 
Provisional Support for a Patellar Suture with 
Horsehair, of Continuous Traction by a Trans- 
quadriceps Wire in a Case of Refracture of the 
Patella Through the Bed of a Wire Used for 
Anterior Hemicerclage. Consolidation and 
Excellent Functional Result (Utilisation, comme 
soutien provisoire, d’une suture rotulicnne aux crins 
de Florence, d’une extension continue par fil me- 
tallique transquadricipital, pour un cas de fracture 
iterive de la rotule siegeant au niveau du passage du 
fil d’un hémicerclage anterieur. Consolidation et 
resultat fonctionnel excellent). Bull. et mém. Soc. 
nat. de chir., 1935, 61: 599. 


The authors report the case of a laborer thirty- 
seven years old who fractured his left patella in 
June, 1933. The fracture was repaired by hemi- 
cerclage with wire. Two months later the patient 
sustained another injury to the knee which was fol- 
lowed by a marked local reaction with the accumu- 
lation of a large amount of fluid in the joint. He was 
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first seen by the authors in September, 1933. After 
aspiration, palpation disclosed a deep depression 
above the lower fragment which seemed to enter the 
joint. The upper fragment was felt two or three 
fingerbreadths above the lower fragment. Roentgen- 
ograms showed the wire to be intact and the fracture 
to have occurred at the site in the upper fragment 
through which the wire was originally passed. At 
operation, which was delayed because of the acute 
condition of the joint, the wire was removed and the 
two fragments were approximated. Because of re- 
traction of the quadriceps, approximation of the 
fragments necessitated incisions in the patellar 
tendon. Suture was done with horsehair and a wire 
then passed through the quadriceps tendon just 
above the patella. The ends of the wire were brought 
out from the incision to permit continuous traction 
to overcome the pull of the quadriceps. The traction 
was maintained for two weeks. Motion was begun 
several days after the operation. A satisfactory 
result was obtained. 

The article includes a short discussion of this case 
and reproductions of roentgenograms. 

BARBARA B. Stimson, M.D. 
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BLOOD VESSELS 


Barnard, W. G.: Tuberculous Arteritis. J. Path. & 
Bacteriol., 1935, 40: 433- 


Small arteries passing through an active tuber- 
culous focus are frequently involved in the reaction, 
their walls becoming infiltrated by granulation 
tissue. Similar involvement of large arteries, which 
is much less common, may result in the production 
of an aneurism or damage to the artery wall leading 
to rupture. 

The author reports a case in which arteritis of 
the internal carotid and coronary arteries was the 
only active tuberculous lesion found in the body. 

SAMUEL Kaun, M.D. 


Wever, G. K., and Perry, I. H.: Periarteritis Nodosa: 
Report of a Case with Fatal Perirenal Hemor- 
rhage. J. Am. M. Ass., 1935, 194: 1390. 


In the case reported by the authors a diagnosis of 
perirenal abscess was made on the basis of a mass 
in the upper right quadrant of the abdomen, pain in 
the lumbar region, fever, and leucocytosis. Operation 
revealed a perirenal hematoma. The patient died a 
few hours after the operation from a secondary 
hemorrhage into the renal fossa. At autopsy, the 
characteristic lesions of periarteritis nodosa involving 
the mesenteric, hepatic, splenic, renal, adrenal, 
gastric, cardiac, and internal mammary arteries were 
found. 


Artery showing the intimal proliferation and infiltration 
with eosinophiles. 


The general symptoms of periarteritis nodosa are 
those of acute or chronic sepsis. The local mani- 
festations are extremely variable because they de- 
pend upon the site of the vascular lesions. A correct 
diagnosis during life is very difficult. At the present 
time it appears that hope for more accurate diag- 
nosis during life depends upon consideration of the 
possibility of the disease in the differential diagnosis 
of unusual medical and surgical conditions. The 
authors agree with Rothstein and Welt that peri- 
arteritis nodosa should be considered in every case 
of acute or chronic sepsis with sterile blood cultures 
and bizarre symptoms otherwise unexplainable, 
particularly if the condition is associated with a 
severe anemia, fever, gastro-intestinal symptoms, 
joint, muscle, or skin manifestations, signs of renal 
involvement, and increased blood pressure. 

The etiology of periarteritis nodosa is obscure. 
According to the most acceptable theory, the disease 
is of infectious origin. However, neither a filtrable 
virus nor a non-filtrable micro-organism has been 
demonstrated. Pathological studies suggest that the 
causative agent acts especially on the arteries. It 
produces a patchy destruction of the media. The 
lesions tend to heal, but complete morphological 
and functional recovery does not take place. An 
aneurism may develop in the weakened wall, or the 
lumen may be reduced or obliterated by the scar. 
Pathological study shows that the aneurismal dilata- 
tions are found most frequently at the base of a 
branching vessel. Hersert F. Taurston, M.D. 


Telford, E. D., and Stopford, J. S. B.:_ Thrombo- 
Angiitis Obliterans. Brit. M.J., 1935, 1: 863. 


Thrombo-angiitis obliterans is a chronic occlusive 
lesion of the vasospastic group which affects the 
medium-sized arteries, chiefly those of the lower 
limbs. The authors present a report based on per- 
sonal observations in about 200 cases. Their study 
dealt largely with the results obtained by sympa- 
thetic cord ganglionectomy. 

Thrombo-angiitis obliterans is pre-eminently a 
disease of the male. Fewer than 1 per cent of the 
subjects developing the condition are females. In 
the cases reviewed by the authors there was no 
greater proportion of Jews than would be expected 
in the mixed population of the part of the country 
in which the patients lived. Occupation has no 
direct relation to the disease. The condition begins 
in the medium-sized vessels, usually the dorsal 
pedis and the posterior tibial artery. Thrombosis 
of the arteries of the arm occurred in only 2 of the 
authors’ cases. In 1 of the latter, that of a man 
twenty-six years old, death occurred suddenly and 
at autopsy the lesions of thrombo-angiitis obliterans 
were found in the coronary arteries. 
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The disease commonly begins at about the age of 
forty years, but patients rarely come under observa- 
tion before they are crippled by claudication. In 
the cases reviewed claudication was observed on the 
average at the age of forty-five years. The course is 
variable. As a rule it is chronic and tends to progress 
by exacerbations with long periods of rest. The 
disease is always bilateral, but usually begins first 
in one leg and later in the other. The second leg is 
involved to a worse degree than the first. 

As a rule the first symptom to attract attention is 
claudication. However, a few of the more observant 
patients state that they noticed before the onset of 
claudication that their feet felt at times intensely 
cold and while they were in this condition they 
appeared very white. The blanching suggests that 
the initial lesion is vasospastic although it may be 
due to too rapid emptying of the veins by muscular 
action. Since in early cases the authors have found 
that the pulsation of the posterior tibial artery is at 
one time distinct and at another time silent, they 
believe that the spastic condition of the arteries is 
not only present but varies in intensity from time 
to time. 

As the disease progresses the patient begins to 
complain of pain while at rest, especially when warm 
in bed. Sooner or later the debilitated tissues invite 
the onset of trophic lesions. About 50 per cent of all 
patients develop such lesions. Thrombophlebitis, 
while an integral part of the disease, was relatively 
rare in the cases reviewed, being found in not more 
than ro per cent. 

The authors present a detailed description of the 
findings of gross and microscopic examinations of the 
vessels removed from 26 lower extremities ampu- 
tated because of the effects of thrombo-angiitis 
obliterans. Dissection has confirmed the patchy 
nature of the disease. In advanced cases it is com- 
mon to find several inches of normal vessel between 
2 points showing partial or complete occlusion. 
These examinations demonstrate clearly that the 
disease affects primarily the muscular arteries rather 
than the veins. The primary change is undoubtedly 
to be found in the inner coat, where proliferation of 
the intima can invariably be demonstrated in the 
initial site of the disease. Later, thrombosis occurs 
in the neighborhood of the intimal irregularities. At 
first the clot is often very small and localized, but 
later it increases by additions. Under the microscope 
it is often possible to recognize 3 zones—the thick- 
ened intima, the organizations of the primary 
thrombosis, and internal to the latter, the more 
recently formed clot. These changes lead to nar- 
rowing of the lumen and ultimately to occlusion. 
When the thrombosis completely fills the lumen the 
clot often extends in the central direction some dis- 
tance beyond the site of the original intimal prolifera- 
tion, and transverse sections of the vessel at this 
level will fail to demonstrate the primary intimal 
change. Succeeding the proliferation of the intima 
and becoming more pronounced as the organization 
of the clot proceeds is fibrosis of the media. The 


increase of fibrous tissue in the adventitia is asso- 
ciated also with organization of the thrombus. The 
cause of the intimal proliferation in the arteries 
remains obscure, but the authors believe that it may 
be related to the attacks of intense spasm which 
have been noted clinically. 

According to the authors’ experience, all forms of 
physiotherapeusis are only temporary palliatives. 
No drug administered by mouth appears to influence 
the disease. The effects produced by substances 
causing febrile reactions are temporary. Adren- 
alectomy, high ligation of the femoral vein, and 
perivascular sympathectomy have failed to yield the 
results hoped for. The most obvious and rational 
operation is cord ganglionectomy. The results of the 
operation of lumbar cord ganglionectomy in forty- 
eight cases of thrombo-angiitis obliterans as revealed 
by a recent survey are reviewed. Of forty-two cases 
studied, the results are good in twenty-five, fair in 
seven, and unsuccessful in ten. It is evident that 
in the cases of younger patients and in less advanced 
cases operation will give the best results and it is in 
this group that the majority of the good results are 
obtained. In the advanced cases wi-h gangrene 
operation will ease the pain and may render it possible 
to amputate at a lower level. Treatment by cord 
ganglionectomy is the only procedure which offers 
any hope of permanent relief. 

HERBERT F. Tourston, M.D. 


Donati, M.: Arterial Resection Combined with 
Unilateral Suprarenalectomy in the Treat- 
ment of Endarteritis Obliterans of the Extrem- 
ities {(Arterienresektion kombiniert mit einseitiger 
Nebennierenentfernung bei der Therapie der 
Endarteritis obliterans der Extremitaeten). Schweiz. 
med. Wcehnschr., 1935, 1: 61. 


In 1915, during the war, Donati performed ar- 
terial resections in cases of injuries and aneurisms 
and noted that the operation was followed by quick 
relief of the sensory, motor, and trophic disturbances 
as well as of the ischemia. In 1917, Leriche called 
attention to the vasodilating effect and the effect 
on the contraction of voluntary muscles produced by 
arterial resection in cases of arterial obliteration, and 
in 1933 he published his report on the surgical treat- 
ment of arteritis obliterans. As the cyanosis, chill- 
ing, trophic disturbances, and pain associated with 
arterial obliteration are mainly of a sympathetic 
rather than an ischemic nature, he concluded that 
the resection brings about its effects by eliminating 
the influence of the perivascular sympathetic nerve 
of the obliterated portion of the vessel. He stated 
that the diseased arterial wall gives rise to reflex 
spasms which interfere with collateral circulation. 
The following surgical procedures were recommended 
by him for different types of arterial obliteration: 

1. Perifemoral and peri-iliac sympathectomy for 
cases of atheromatous origin except those in which 
the feet are red and warm. 

2. Resection of portions of vessels or ganglionec- 
tomy for beginning juvenile arteritis. 
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3. Removal of a suprarenal capsule in cases of 
definite endarteritis obliterans except those with dif- 
fuse gangrene. 

4. Arteriectomy for cases of limited thrombosis 
of an artery, viz., those of a traumatic nature and 
arterial embolism. 

Donati emphasizes the importance of early re- 
moval of the suprarenal capsule. He believes that 
most failures of this operation are due to too long 
delay. While the other suprarenal capsule usually 
becomes hypertrophied, a favorable effect of the 
operation on the diseased member is apparent by 
the time the hypertrophy occurs. Of interest with 
respect to improvement of the circulation is Ajmar’s 
observation that only the elastic type of arteries, 
and not the arterioles of the musculature, have a 
tendency to become obliterated. Donati agrees with 
his pupil Ciminata that the pains are related to 
local circulatory disturbances in the anemic region 
which depend upon the action of adrenalin and all 
substances causing sensitization to pressure. It is 
for this reason that he recommends removal of the 
suprarenal capsule. Also to be considered is resec- 
tion of the splanchnic nerves by Durante’s method 
as by this procedure the pressure is reduced and the 
trophic disturbances and pains may be relieved with- 
out complete sacrifice of the cortex of the suprarenal 
gland. 

With regard to the interlumbosacral sympathec- 
tomy of Danielopolu, in which the vasodilators 
should be spared, there are few statistics. 
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The author next reports in detail the case of a man 
thirty-six years old who, for four years, not counting 
the period of premonitory symptoms, had had defi. 
nite evidence of endarteritis obliterans in the left 
leg and in spite of 160 injections of padutin and 
many other measures which had produced temporary 
improvement, developed a chronic condition char- 
acterized by intermittent claudication, difficulty in 
walking, inability to stand for any considerable 
length of time, constant pain, trophic disturbances, 
and an open ulcer which had persisted for two years. 
At first, resection of 8 cm. of the non-pulsating 
femoral artery was done just below Poupart’s liga- 
ment. The artery and vein were found closely sur- 
rounded by connective tissue which rendered their 
isolation difficult. During the night following the 
operation there was some pain. After seventeen days 
the patient was able to stand without pain. The foot 
was still cyanotic, but the trophic ulcer was healed. 
One month after the arterial resection, the left supra- 
renal capsule was removed. In spite of this, the 
findings of oscillometry remained negative. After 
nine months the patient was able to resume his 
usual occupation and to stand for a longer time, and 
only slight cyanosis persisted. The ulcer remained 
healed. The oscillometric findings were then posi- 
tive, and the temperature of both feet was the same. 
This result is of special significance because arteriog- 
raphy before the operations showed that only the 
branches of the deep femoral artery were patent. 

(FRANZ). CLARENCE C. REED, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lowenthal, G.: Tracheobronchial Aspiration of 
Buccopharyngeal Secretion During Ether Anes- 
thesia: Immediate Postoperative Broncho- 
scopic Study of Twenty-One Patients. Arch. 
Otolaryngol., 1935, 21: 561. 


The author made bronchoscopic observations im- 
mediately following operations other than operations 
on the upper respiratory passages in the cases of 
twenty-one patients under ether anesthesia in order 
to determine whether saliva and other pharyngeal 
contents were aspirated. In eighteen cases the 
operation was done for mastoiditis, in one case for 
fibroma of the external acoustic meatus, and in two 
cases for frontal sinusitis. In the last two cases, the 
choane were blocked with postnasal packs to pre- 
vent leakage from the operative field into the 
pharynx. In all of the cases, therefore, two factors 
which influence the aspiration of secretion were 
eliminated, namely, bleeding into the operative 
field and the effect of instrumental depression of the 
tongue such as occurs in tonsillectomy. 

To identify the aspirated material, aqueous meth- 
ylene blue was instilled into the pharynx after the 
anesthetization and before the surgical procedure 
was started. Most of the patients received 3 drops 
of the dye, but some were given as much as 20 
drops. Observations on the following factors were 
made pre-operatively: the patient’s position on the 
operating table, the patient’s age and sex, and the 
pre-anesthetic medication. During the operation, 
observations were made on the presence or absence 
of the gag or laryngeal reflex at the time of the in- 
stillation of the dye into the pharynx and on the 
amount of secretion present in the mouth and 
pharynx. Immediately after completion of the 
operation the etherization was discontinued, the 
pharynx sucked dry, and bronchoscopy was done. 
Observations were made on the topographic dis- 
tribution of aspirated material as evidenced by the 
presence of dye in the various segments of the 
tracheobronchial tree and on the quantity of mate- 
rial aspirated. 

Aspiration into the larynx or further into the 
tracheobronchial tree occurred in seventeen (81 per 
cent), and into the trachea or lower in sixteen (76 
per cent), of the twenty-one cases. It was found 
that when aspiration occurred the stained material 
was more likely to be sucked into the whole broncho- 
scopically-visible portion of the tracheobronchial 
tree than to be limited to one segment. 

In a review of the literature dealing with cases of 
aspiration following operations on the upper respira- 
tory passages it was found that the incidence of 


aspiration was essentially the same as in this series. 
Aspiration by etherized patients in this series and 
in the various series reported in the literature was 
twice as frequent as in patients subjected to tonsil- 
lectomy under local anesthesia. Aspiration is there- 
fore important as an etiological factor in postopera- 
tive pneumopathy even in cases in which the opera- 
tion is not performed on the pharynx, mouth, or 
nose. The hygienic condition of the mouth, nose, 
and throat is also an important factor since upon 
this depends the infectivity of aspirated material. 
Frequent and continuous suction is suggested as a 
means of decreasing the amount of pharyngeal con- 
tents subject to aspiration. 
ArTHuR S. W. Tourorr, M.D. 


Kueppers, H.: A Case of Postoperative Progressive 
Skin Necrosis (Ein Fall von postoperativer, pro- 
gressiver Hautnekrose). Zentralbl. f. Chir., 1935, 
p. 378. 


The author reports a case of progressive skin 
necrosis following cholecystectomy. The operation 
was performed through an oblique incision, and in 
the suturing of the wound a small opening was left 
for drainage. A duodenal fistula appeared on the 
fourth day, but closed spontaneously after a few 
days. The postoperative course was then normal up 
to the twenty-first day, when a small circumscribed 
area of hyperemia with a pustule in the center 
appeared in the lateral corner of the wound. This 
lesion grew larger in the manner of a carbuncle and 
after a few days was the size of the palm of the hand. 
In the center it showed purulent liquefaction. The 
onset was afebrile, but later the temperature rose to 
38.5 degrees at evening. 

In spite of the injection of autogenous blood about 
the lesion, radical excision of the disease focus, X-ray 
irradiation, and serum treatment, the lesion pro- 
gressed. The skin edges broke down and turned 
yellowish-brown or black. From beneath the nec- 
rotic margins a large amount of purulent material 
with a moderately foul odor was discharged. The 
tissue destruction extended to the fascia, and in the 
lumbar region reached the muscle. 

Bacteriological examination revealed the staphy- 
lococcus albus, colon bacilli, and saprophytic 
organisms. 

After two and a half months the necrosis had 
caused massive destruction extending as far as the 
middle of the abdomen, upward to the right breast, 
and a considerable distance onto the back. Almost 
all of the skin of the right side of the abdomen was 
destroyed. 

At this stage the wound edges were cauterized 
with the actual cautery until normal tissue was 
reached, and during the following days were further 
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cauterized with concentrated zinc chloride until the 
infiltrated tissues were burned out. The inflam- 
matory and chemical reactions subsided. The 
necrosis then remained stationary for fourteen days, 
but at the end of that time resumed its progress in 
the direction of the right chest. Four months after 
the onset of the condition the actual cautery was 
again used to burn out the process. At that time the 
cauterization of a larger area was necessary before 
healthy tissue was reached. The disease process 
then stopped. Later, the denuded area was covered 
with skin grafts. 
(Erich HEMPEL). Pattie SHaptro, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Jaros M.: Hand Injuries and Insurance (Handver- 
letzungen und Versicherung). Rozhl. Chir. a 
Gynaek. C. chir., 1934, 13: 270. 


This is an extensive report with numerous tables. 
In the year 1930 the Prague Accident Insurance 
Institute paid compensation for 19,967 injuries. Of 
these, 52.01 per cent were injuries of the upper 
extremities; 35.76 per cent, injuries of fingers; and 
8.26 per cent, injuries of the hand. Infection oc- 
curred in 15.44 per cent of all injuries. 

The Institute has paid out more than 120 million 
kronen, 30.14 per cent of which were paid for hand 
and finger injuries and 37.75 per cent for finger 
infections. Infections cost about twice as much as 
simple injuries. Their average cost was 6,034 
kronen. The average finger cost of injuries was 
4,044 kronen; that of hand injuries, 3,500 kronen; 
that of finger infections, 6,452 kronen; and that of 
phlegmons of the hand 7,555 kronen. 

The average length of time required for healing 
was twenty-one days for finger injuries, thirty-nine 
days for panaritia, and forty-six days for phlegmons. 
The total number of days of treatment in cases of 
hand and finger injuries was 140,444. The treat- 
ment of infections required 45,108 days. 

With the increasing economic depression, the num- 
ber of self injuries has increased. In 1931 there were 
70 cases of self injury in which the thumb was cut 
off with a primitive guillotine. 

In conclusion the author says that the number of 
injuries and infections of the fingers should be de- 
creased. Protection against accidents must be in- 
creased and injuries must be treated correctly and 
thoroughly. Injuries of the hand should be treated 
by specialists rather than by general practitioners. 

(VipttéKa). Jacos E. Kern, M.D. 


Feil, A.: Symptoms in Workmen Who Use Com- 
pressed Air Tools (Manifestations morbides pro- 
fessionnelles observes chez les ouvriers qui utilisent 
les outils 4 air comprimé). Presse méd., 1935, 
43: 668. 


Feil reports the examination of twenty-three 
workmen employed in the making and repair of 
roads and streets who had used pneumatic drills of 
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various sizes. Eighteen had used such tools for one 
or two years; three, for over two years; and two, for 
less than a year. Their ages ranged from twenty- 
four to fifty-two years. The majority of the men 
were in good general health and of robust appear- 
ance. Most of them handled pneumatic drills of the 
Ingersoll type weighing from 25 to 30 kgm. They 
used them for an average of fifteen days each month 
for three or four hours each day for periods of an 
hour or two at a time. 

Most of these workmen complained of a sensation 
of numbness in the fingers and hands while using 
the drill and sometimes of recurrent tremors which 
they compared to repeated slight electric shocks. 
Some of them stated that after work they had pain 
in the hand and arm or cramps in the arm, while 
others described the hand and arm as “paralyzed.” 
Many noted stiffness of the hand and fingers with 
inability to grasp objects naturally. In another 
group there was a tremor of the hands persisting at 
least fifteen or twenty minutes and sometimes for 
several hours after work. 

The most frequently observed symptom is 
“‘deadness’”’ of the fingers. This occurred in ten 
(43 per cent) of the twenty-three men studied. It 
occurred in the right hand and in decreasing fre- 
quency in the index finger, middle finger and little 
finger. The thumb and ring finger were rarely 
affected. Others have stated that the left hand is 
affected more frequently than the right. There was 
a sensation of formication and cold with loss of 
normal mobility and sensibility and sometimes an 
ischemic pallor in the so-called ‘‘dead”’ fingers. 

While most of the workmen complained chiefly 
of these symptoms in the fingers, hands, and arms, 
other symptoms can be elicited on careful examina- 
tion. Sixty-five per cent of the author’s patients had 
noted ringing in the ears during and after work with 
the pneumatic drill. Forty-three per cent of those 
with this symptom were slightly deaf. One man 
complained of vertigo. Five men noted dimness of 
vision during or after work, four complained of 
headache, and 21 per cent complained of insomnia 
associated with cramps in the arms. No abnor- 
malities of the nervous reflexes were noted. The 
blood pressure was normal. 

Another study was made on forty-four men using 
pneumatic drills in slate quarries. Some of these 
men used the drills quite constantly whereas others 
used them for only relatively short periods. The 
drills were not large, weighing only 12 or 13 kgm. 
Quite a number of these workmen complained of 
cramps or muscular tremor while using the drill, 
but stated that these symptoms ceased when the 
work was stopped. The most common complaint in 
this group of workmen was lumbago, which could 
not be attributed to the use of the pneumatic drill 
and was probably due to the strained position which 
the work required. Only two of the men complained 
of persistent cramps in the arm. One complained of 
muscular tremors, one of “dead” fingers, and five 
of pain in the shoulder or thigh. 
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Of ninety-seven iron miners using relatively light 
pneumatic drills (weighing from 12 to 15 kgm.), 
seventy-four (76 per cent) had no symptoms attrib- 
uted to the use of the drill. Twenty had slight and 
transitory symptoms such as fatigue, tremor, 
cramps, and pain in the back or thighs. Three had 
more severe symptoms—‘“‘dead”’ fingers, tremor of 
the hands, and cramps in the thigh against which 
the pneumatic drill was supported. 

Among fifteen workers in a sandstone quarry 
there were six who had symptoms such as rheuma- 
tism and cramps in the thigh which might have been 
caused by the use of the pneumatic drill, but which 
might also have been due to the general conditions 
of work. None of these men complained of ‘‘dead”’ 
fingers or tremors of the hand. 

The author concludes that in workers in mines 
and quarries where relatively light pneumatic drills 
are used, symptoms attributable to the use of these 
drills are few and slight. More serious and more 
permanent symptoms occur in workers using the 
heavier types of pneumatic drills. The most char- 
acteristic of these is the so-called ‘‘dead’’ fingers. 
Symptoms occur more frequently in the younger 
workers who are not skilled in the use of pneumatic 
tools than in the older workers who have learned to 
handle such tools effectively with minimal discom- 
fort. ALICE M. MEVYERs. 


McClure, R. D., and Allen, C. I.: The Davidson 
Tannic Acid Treatment of Burns. Am. J. Surg., 
1935, 28: 370. 


In discussing the symptoms following burns, the 
authors state that an increase in the concentration 
of the blood must be admitted and this condition 
must be treated as it is undoubtedly a factor, al- 
though probably not the most important one, in the 
mortality of burns. In support of the theory that 
the constitutional reaction is due to the absorption 
of a toxic substance formed at the site of the burn 
they cite Davidson’s work. They present mortality 
tables from five hospitals which show a reduction in 
the death rate since the introduction of tannic acid. 
However, they do not attribute the improvement in 
the results to the tannic acid treatment alone. 

Of the authors’ series of 476 patients, 358 were 
treated with tannic acid. There were 42 deaths, a 
mortality rate of 11.7 per cent. In 118 cases treated 
before the tannic acid method of treatment was in- 
troduced the mortality was 9.3 per cent. 

Among the advantages of the tannic acid treat- 
ment are relief of the pain and discomfort, pre- 
vention of loss of fluid from the wounds, and reduc- 
tion of the incidence of infection, scarring, and 
contracture. STANLEY J. SEEGER, M.D. 


Neuber, E.: Recent Findings of Research on Acti- 
nomycosis (Neuere Ergebnisse der Aktinomykose- 
forschung). Deutsche Ztschr. f. Chir., 1934, 244: 122. 


After briefly reviewing the pathogenesis of 
actinomycosis, the mechanism by which the in- 
fection is produced, and the new methods of diag- 
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nosing the condition, the author discusses the treat- 
ment with special reference to the use of vaccine. 
He states that for a long time vaccine therapy failed 
to find wide acceptance as it was employed even in 
the inactive stage of the disease and without proper 
dosage. It may be used only when the patient is in 
good general condition and shows specific allergic 
reactions. Otherwise the general condition must 
first be improved. 

The author first employs the gold treatment which 
always influences the process favorably. He gives an 
initial dose which produces a definite allergic reaction 
in the actinomycotic patient but no reaction in con- 
trol subjects. Increasing doses are then injected 
intramuscularly every four or five days, if possible 
with the production of a definite local reaction each 
time. As a rule from ten to fifteen injections are 
sufficient. If they are not sufficient, the gold and 
vaccine treatments are repeated. To some patients 
with strong allergic reactions the vaccine and gold 
injections may be given alternately at intervals of 
two or three days. In cases of very hard and exten- 
sive infiltrations the described treatment may be 
combined with procedures to soften the process (the 
use of milk, or pyrifer or inoculation with malaria). 
In the absence of such infiltrations the author has 
never felt the need of combining the treatment with 
other methods (surgical, radiological). 

The article contains several photographs taken 
before and after the described treatment. 

(HEINEMANN-GRUEDER). LEO A. JUHNKE, M.D. 


Donald, C.: The Conservative Attitude in the Treat- 
ment of Acute Pyogenic Infections. Brit. M.J., 
1935, 1: 963. 

Donald reviews cases of acute pyogenic infection 
treated at the London Hospital during the three 
years from 1932 to 1934. He states that the 2 
fundamental factors determining the outcome of 
such infections are the virulence of the infecting 
organism and the patient’s resistance. By the 
“‘conservative in treatment”’ he means the avoidance 
of incisions altogether or their delay until a localized 
collection or collections of pus have formed. He 
states that, at the London Hospital, much faith is 
placed in the copious administration of fluids and 
potassium nitrate. In cases of severe toxemia the 
latter is given in amounts up to 60 gr. every two 
hours. In all infections compresses wet with hot 
hypertonic salt solution (from 1% to 1 oz. of salt to 
1 pt.) are applied. 

In the 78 cases of carbuncle reviewed there were 5 
deaths. None of the carbuncles was incised, excised, 
or scraped. All were allowed to slough out. 

In the 112 cases of infections of the face there were 
4 deaths, all due to cavernous sinus thrombosis. 

Exclusive of cases of uncomplicated lymphangitis, 
there were 145 cases of cellulitis—48 of the upper 
extremity, 57 of the lower extremity, 27 of the face, 
and 13 of other parts of the body. Of the cases of 
cellulitis of the extremities, resolution without com- 
plications occurred in 55, localized abscess formation 
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in 43, and major complications of diffuse suppuration 
or/and septicemia in 7. There were 3 deaths, all from 
septicemia due to infection of an upper extremity. 

In the 176 cases of hand infection there were 4 
deaths, all due to septicemia. The author states that 
the danger of conservative early treatment in hand 
infections lies in its overdoing. 

Donald discusses also puerperal breast infections 
and the external inflammatory swelling which pre- 
cedes the formation of an alveolar abscess. 

In conclusion he says ‘The old dictum, ‘Where 
there is pus, let it out’ has become a commonplace. 
At the present time a more valuable injunction, 
with an Irish flavor, might well be: ‘Where there 
isn’t pus, don’t let it out.’” 

Cart R. STEINKE, M.D. 


ANESTHESIA 


Meyenburg, H. von: Fatalities in Percain Anes- 
thesia (Ueber Todesfaelle bei Percain-Anaesthe- 
sie). Festschr. Zangger, 1935, 1: 88. 


The author reports the findings made at the 
Pathological Institute at Zurich in five cases of death 
due to percain. In three cases the death was due 
very evidently to overdosage in the induction of 
local anesthesia, the maximum safe dose of 0.004 gm. 


per kilogram of body weight having been exceeded. 
In two of these cases the poisoning caused clonic 
spasms and respiratory paralysis, and in one case, 
severe collapse. As associated causes of death in 
these three cases, autopsy revealed status thymi- 
colymphaticus, pyelonephritis, and severe Base- 
dow’s disease with status thymicolymphaticus re- 
spectively. The fourth case was that of a patient 
with circulatory disturbances who was subjected to 
lumbar anesthesia. The correct dosage was used, 
but the patient collapsed during the operation. In 
the fifth case, in which mucous membrane anesthesia 
was repeated without overdosage in a period of two 
days, the poisoning was probably due to cumulation 
of the percain because of the slowness with which 
the drug is excreted—Christ has observed percain 
anesthesia lasting for as long as twenty-two hours— 
and the effect of the poison was exerted on an 
organism weakened by carcinoma of the prostate 
and severe arteriosclerosis involving especially the 
coronary arteries. Death followed deep coma and 
convulsions. 

In conclusion the author says that because of the 
toxicity of percain, careful consideration should be 
given to all associated conditions in cases in which 
the use of the drug is contemplated. 

(NESTMANN). Partie SHAPIRO, M.D. 
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ROENTGENOLOGY 


Kadrnka, S., and Junet, R.: Experimental Pul- 
moroentgenography and Its Stages: (1) The 
Alveolar Stage—Pulmo-Alveolography—and (2) 
the Lymphatic Stage—Pulmolymphography 
(La pulmoradiographie expérimentale et ses étapes: 
(1) alvéolaire—pulmo-alvéolographie—et (2) lym- 
phatique—pulmolymphographie). Acta _ radiol., 
1935, 16: 361. 

Theauthors made roentgenological and histological 
examinations of the lungs of rabbits which had been 
given colloidal thorium intravenously in frac- 
tionated doses and graduated amounts. The ob- 
servations were made at varying periods—up to 
three years—after the injections. 

They found that when a certain dose of thorium 
was exceeded, the usual organs of filtration—the 
spleen, liver, and bone marrow—were no longer able 
to assure its filtration. The lungs were the next 
organs to be called upon because of the phagocytic 
capacity of the alveolar epithelium. The alveolar 
walls impregnated with the metal produced the 
roentgen picture of a very finely woven net, the 
“pulmo-alveologram.”” The roentgen appearance 
gradually changed as the meshes became larger 
until they reached about the size of a lobule and 
produced a honeycomb-like picture due to the 
deposit of thorium in the perivenous and _peri- 
bronchial spaces, the ‘“pulmolymphogram.” The 
thorium granules always lay within the cells. 

The dose of thorium necessary to produce a 
shadow in the lungs caused no injury when the 
proper technique was used, but injury resulted 
when the shadow-producing total dose was greatly 
exceeded or a too large single dose was injected. 

In conclusion the authors state that the method 
is not yet suitable for use in clinical cases. The 
spleen and liver can simultaneously collect con- 
siderable amounts of thorium which are able to 
cause injuries. 


Mayneord, W. V., and Roberts, J. E.: The ‘“‘Qual- 
ity’’ of High-Voltage Irradiations. Brit. J. 
Radiol., 1935, 8: 341. 

There are a number of methods of defining and 
measuring the “quality” of a beam of high-potential 
X-rays. The method of measuring quality by 
determining the complete energy distribution, 
employing an ionization or photographic spectrom- 
eter, involves too complex and lengthy investigations 
for general use in therapeutic practice. The methods 
ordinarily employed in radiological practice depend 
upon the absorption of the irradiation in some stand- 
ard substance and differ only in the way in which 
the absorption data are utilized. The methods 
most generally known are: (1) determination of the 


partial absorption curve of the irradiation in a 
standard substance such as copper, (2) determina- 
tion of an effective wave length, and (3) measure- 
ment of the “‘half-value layer.”” These methods are 
described in detail. 

The filtration problems intimately connected with 
the question of quality measurement are discussed 
at length. Experimental results obtained by taking 
a series of spectra with the use of different metal 
filters and ionization measurements made under 
various conditions to ascertain the most efficient 
filter for high-voltage irradiation are described. 
Absorption curves showing percentages of trans- 
mission with filters of copper, tin, and lead of various 
thicknesses at different voltages, and _half-layer- 
value studies made under similar conditions are 
presented. Results obtained with combinations of 
filters to determine quantitative “improvement” 
over a wide range of conditions are reported. 

The authors summarize their article as follows: 

The main methods of defining the “quality” of an 
X-ray beam are discussed and criticised. It is con- 
cluded that, at the present time, the simple half- 
value method is least open to criticism. 

Spectra of high-voltage irradiations through lead, 
tin, and copper show the superiority of tin as a 
filter. This is demonstrated by many ionization 
experiments. Combinations of metals are discussed 
and suggestions for practical filters are made. 

It is suggested that tin is the most suitable metal 
for half-value-layer measurements. 

ApoLpH Hartunc, M.D. 


RADIUM 


Hutchison, R. G.: Radium Treatment of Epithe- 
lioma of the Penis. Brit. J. Radiol., 1935, 8: 306. 


The author states that in epithelioma of the penis 
extremely localized irradiation is apt to permit 
recurrence as the degree of infiltration of the lesion 
is often difficult to estimate. In the technique he 
describes the problem of homogeneous irradiation 
of the whole shaft of the penis is solved by the use of 
a cylinder bearing on its outer aspect such amounts 
of radium in such distribution that the intensity of 
the irradiation throughout the cylinder is practically 
homogeneous. The cylinder measures 10.7 cm. in 
length and 5 cm. in width and has a wall thickness 
of 1 cm. Its internal diameter is 3 cm. It is sur- 
rounded by four belts of six 1-mgm. needles each. 
The active length of each needle is 1.5 cm. and the 
filtration is 0.5 mm. of platinum. The two outer 
belts are 2.5 cm. and the two inner belts 3 cm. apart 
from center to center. The cylinder is cut accurately 
and carefully fitted into a large piece of thick sorbo 
rubber which is applied to the lower part of the 
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abdomen and groin and held in place by a double 
spica bandage. Substances other than rubber, such 
as Columbia paste and dental modelling compound 
may be used, but the sorbo rubber is preferred. The 
applicator and the manner in which it is applied are 
shown by illustrations. 

The applicator is worn for two hundred and forty 
hours, either continuously or intermittently. The 
dosage is between 5,000 and 6,ooor. The irradiation 
usually produces a brisk erythema followed by moist 
desquamation of the epidermis. Healing is complete 
in two months. The erectile function of the penis is 
preserved, but it is as yet unknown whether the 
treatment causes sterility. 

Of ten patients treated by the method described 
in 1932, nine are alive and well. Five were cured by 
the radium treatment alone, but four required sub- 
sequent operation. 

Radium therapy is indicated in cases unfit for 
surgery and those in which sacrifice of the penis is 
refused. 

In summarizing, the author says that as surface 
applications of radium have been found most suc- 
cessful in the treatment of cancer of the penis, sur- 
gery should usually be the second line of defense. 

A. James Larkin, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Lynch, M. G.: The Pathology of Radium Burns. 
Arch. Otolaryngol., 1935, 21: 507. 

Three stages in the development of a radium burn 
are suggested: (1) the stage of engorgement, (2) the 
stage of constriction, and (3) the stage of necrosis. 
In general, these three stages correspond roughly to 
the three degrees of burns resulting from fire: 
(1) hyperemia, (2) the extravasation of serum and 
the formation of vesicles, and (3) the coagulation of 
cytoplasm of the cells resulting in necrosis. 

In the radium burn, necrosis is due primarily, not 
to an injury of the tissues, but to injury of the endo- 
thelial cells of the blood vessels followed by thrombo- 
sis, which results in necrosis of the tissue due to 
lack of a blood supply. Difficulty is experienced in 
determining the degree of the burn caused by 
radium on account of the gradual nature of the de- 
velopment of the changes in the tissue and the fact 
that the tissue itself is injured only by an over- 
whelming dose of irradiation. The author describes 
the three stages of radium burn in detail, presenting 
photomicrographs of each. He states that as, in 
general, the necrosis is brought about by thrombosis 
of the vessels and degeneration of fibrous tissue and 
muscle, it is difficult to judge the full extent or degree 
of a radium burn from the immediate reaction of the 
area exposed. A. James Larkin, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Pannella, P.: The Influence of Adrenalin on Shock 
Resulting from the Removal of a Hemostatic 
Tourniquet (Influenza dell’adrenalina sullo shock 
determinato da ablazione di laccio emostatico). 
Ann. ital. di chir., 1935, 14: I. 

The appearance of shock after the removal of a 
hemostatic tourniquet which has been applied to an 
extremity for some time is not uncommon. It is not 
necessarily a very serious type of shock. 

Pannella briefly reviews some of the literature on 
the condition and discusses the various theories as 
to the cause. According to one theory, the injured 
muscle produces a histamine-like substance which, 
when freed into the circulatory system, causes a 
marked and rapid reduction of the arterial blood 
pressure. According to another theory, the shock 
is an anaphylactic phenomenon due to the absorp- 
tion of albumin from the injured tissues. That cer- 
tain new substances are present in the blood of in- 
jured extremities has been shown by the production 
of a marked reaction in otherwise normal animals 
by the injection of blood from the injured extremity. 
These substances are vasodilating and have a de- 
pressive action on the heart. It is believed that the 
vasodilating action is due to involvement of the 
smooth muscle, and that the heart is affected di- 
rectly by intoxication. It has been shown that these 
substances may pass through the liver unchanged. 
No satisfactory treatment of this form of shock has 
been found. 

Following a detailed case report the author re- 
cords experimental work which he carried out on 
two series of animals to determine the influence of 
adrenalin on shock. In the first series of animals the 
shock was produced by the application of a hemo- 
static tourniquet. After removal of the tourniquet 
the shock was counteracted in some by the use of 
adrenalin whereas in others the result was not sat- 
isfactory. The results were not constant. In the 
second series of animals, the shock was produced by 
the injection of adequate doses of histamine. In 
these the effect of adrenalin was temporary and 
brief. A. Louts Rost, M.D. 


Serck-Hanssen, T.: Cervical Ribs Combined With 
Other Anomalies of the Vertebral Column as 
a Family Condition. Acta chirurg. Scand., 1935, 
76: 551. 

In eight individuals of a family, representing three 
generations, the following anomalies were found: 
well-developed cervical ribs in two; rudimentary 
cervical ribs in four; a cleft corpus of the seventh 
cervical vertebra in one; and spina bifida posterior 


occulta sacralis in seven, with partial lumbarization 
of the first sacral vertebra in two and complete 
sacralization of the fifth lumbar vertebra in one. 
The author reports the case of one of the members 
of this family who was operated upon for bilateral 
cervical ribs. He discusses the etiology of the 
anomaly and the technique of operation. 


Leriche, R., Fontaine, R., and Maitre, R.: The 
Late Results of the Treatment of Licers of the 
Leg by Operations on the Sympathetic Nerve 
Combined with Skin Grafting as Shown by 
Fifty-Two Cases (Résultats éloignés du traite- 
ment des ulcéres de jambe par les opérations sym- 
pathiques combinées aux graffes, cutanées, d’aprés 
52 observations). J. de chir., 1935, 45: 680. 


The authors state that not all ulcers of the leg can 
be treated in the same way. They classify leg 
ulcers into the following six groups: (1) post- 
traumatic ulcers, (2) syphilitic ulcers, (3) phlebitic 
ulcers, (4) true varicose ulcers, (5) chronic ulcers of 
unknown cause, or idiopathic ulcers, and (6) ulcers 
following burns. 

They state that insofar as possible the treatment 
should be directed toward correction of the cause of 
the lesions. This is possible in cases of ulcers de- 
veloping on large scars, which heal when the scars 
are reduced in size, and cases of syphilitic ulcers. It 
should be possible also in cases of true varicose 
ulcers, but these often resist removal of the varices. 
In the other groups, treatment directed toward the 
cause is impossible and the ulcer must simply be 
treated as such. 

It is necessary to consider in the treatment also 
the three factors upon which the chronicity of the 
lesions depends: (1) the site and extent of the 
ulcers, (2) the poor circulation, and (3) the chronic 
infection. The majority of treatments used hereto- 
fore were limited to the production of hyperemia 
and the combating of the infection. The cicatriza- 
tion occurring under such treatment results in a 
very thin, shining, and fragile epidermis in which 
a recurrence nearly always develops. To obtain a 
skin of good quality, skin grafts are necessary. 
Sympathectomy disinfects the ulcer and brings 
about hyperemia, thereby preparing a good bed for 
skin grafts. Formerly, skin grafts failed to take, but 
after sympathectomy they take in almost every 
case. Therefore the combination of sympathectomy, 
which brings about disinfection and hyperemia, and 
skin grafting, which assures a scar of good quality, 
is to be highly recommended for the treatment of leg 
ulcers. 

In cases of post-traumatic ulcers, with the ex- 
ception of those in which the ulcers formed on a 
large scar, the authors have obtained quite good 
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results with this treatment. Their results have 
been good also in cases of ulcers following burns and 
idiopathic ulcer. In cases of true varicose ulcer they 
have been especially good. In some instances a cure 
lasting as long as nine years has been obtained. The 
authors state that the smaller the zone of pig- 
mentation and sclerosis surrounding the ulcer the 
better the results. When this zone is small, it 
should be excised completely at the time of the 
sympathectomy and the whole defect covered with 
the graft. In all of the authors’ cases of post-phlebitic 
ulcer a recurrence developed, and in two, a fatal 
embolism occurred, showing that in such cases the 
method is dangerous. Auprey Goss Morgan, M.D. 


Brunner, W.: A Contribution on the Pathogenesis 
of Multipie Symmetrical Lipomatoses—Made- 
lung’s Disease (Beitrag zur Pathogenese der 
multiplen, symmetrischen Lipomatose—Madelung- 
sche Krankheit). Deutsche Zischr. f. Chir., 1935, 
244: 335- 

Madelung has called attention to the fact that 
multiple symmetrical tumor-like fatty growths may 
be found in the subcutaneous tissues especially in 
alcohol addicts. In four of the author’s cases chronic 
misuse of alcohol was associated with cirrhosis of 
the liver. The patients were men over forty years of 
age who were suffering from cirrhosis of the liver of 
varying degree ranging from beginning fatty cir- 
rhosis to the severe irreversible form with disturb- 
ance of protein metabolism. Careful chemical studies 
of lipoid metabolism demonstrated a more or less 
marked disturbance in which the liver was partic- 
ularly involved. 

In conclusion the author says that it is important 
for the surgeon to differentiate these lipomatoses 
from single fatty tumors as they recur readily be- 
cause of the basic metabolic disturbance and they 
are difficult to remove surgically because of the poor 
delimitation of their borders. 

(A. BRUNNER). Jacos E. Kiern, M.D. 


Harbitz, H. F.: Lipogranuloma—a Foreign-Body 
Inflammation Often Suggesting a Tumor. 
Acta chirurg. Scand., 1935, 76: 401. 


The author defines the lipogranuloma as a foreign- 
body inflammation of the adipose tissue with very 
characteristic granulation tissue and the formation 
of oil cysts lined with polynuclear cells or syncytia. 
The cysts are later transformed to serous cysts sur- 
rounded by acellular hyaline connective tissue which 
may be calcified, or may become obliterated to solid 
fibrous or calcified lumps with a histological re- 
semblance to psammoma bodies. They then have a 
characteristic roentgen picture showing ring-shaped 
or solid small round calcifications usually situated in 
the subcutaneous fat tissue. 

The author’s material consisted of seventeen cases 
of lipogranuloma of the breast and nineteen cases of 
lipogranuloma of other parts of the body. Many of 
the circumscribed lipogranulomas were removed 
because of the suspicion of malignancy. 


INTERNATIONAL ABSTRACT OF SURGERY 


Stout, A. P.: Tumors of the Neuromyo-Arterial 
Glomus. Am. J. Cancer, 1935, 24: 255. 

The author reports eleven tumors of the neuro- 
myo-arterial glomus and reviews such tumors re- 
ported by others, calling attention to their small 
size, slow growth, benign character, subepidermal 
situation, distribution on the extremities especially 
beneath the finger nails, association with paroxysms 
of severe pain and occasionally with manifestations 
of disturbance of the sympathetic nervous system, 
and morphological characteristics. Before these 
neoplasms were described and named by Masson 
they were reported as ‘‘angiosarcomas,” “peri- 
theliomas,” and “painful subcutaneous tubercles.” 
Simple excision has resulted in immediate cure of 
the symptoms in every case, but the tumor may 
re-appear long after its removal. 

This study emphasizes the observation that a 
relatively high percentage of tumors of the neuro- 
myo-arterial glomus develop in Jews, a people known 
to be prone to disturbances of the sympathetic 
nervous system of the extremities. It also brings 
out the fact that the great majority of the subungual 
and finger tumors occur in females, while the tumors 
occurring elsewhere on the extremities are more fre- 
quent in males. The reason for this sex variation is 
not apparent. The local recurrence of a tumor, 
which has been reported only once previously, is 
recorded. The study confirms also another obser- 
vation made once previously, namely, that there 
may be more than one tumor in the same individual. 

JoserH K. Narat, M.D. 


Menkin, V.: Inflammation Related to Surgery. 
Lancet, 1935, 228: 981. 


The development of inflammation consists of a 
series of dynamic and sequential changes which tend 
to localize and ultimately dispose of an irritant, 
thereby preventing its entry into the body. Accord- 
ingly, there is a close relationship between inflam- 
mation and immunity. The author found that when 
trypan blue was injected into an area of inflamma- 
tion induced by a chemical irritant (aleuronat), the 
dye failed to penetrate either the draining lymphatic 
vessels or the regional lymph nodes. In other words, 
it became “‘fixed’’ in the inflammatory zone, whereas 
when it was injected into a normal area it was 
rapidly absorbed. Subsequent experiments demon- 
strated that when dye was injected intravenously it 
rapidly accumulated in an area of previously pre- 
pared inflammation. The accumulation was due to 
a local increase of capillary permeability and in- 
ability of the dye to leave the site because of the 
“fixation” mentioned. By further studies with dyes 
it was shown that particulate matter which was 
unable to pass through normal capillary endothelium 
readily passed through the lining of such channels in 
an inflamed area. 

All of these findings are applicable to micro- 
organisms. When bacillus prodigiosus or bacillus 
pyocyaneus is injected intravenously, it localizes 
and is recovered from foci of artificially induced in- 
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flammation in greater numbers than from surround- 
ing normal tissues. The occurrence of hematogenous 
osteomyelitis as the result of the localization of 
bacteria from the blood stream at a site of diminished 
resistance after preliminary trauma may thus be 
explained. Bacteria injected directly into an area 
of injury are “fixed” similarly to dyes. Their fixa- 
tion was found by the author to be due to the forma- 
tion of an obstructive barrier by the thrombosis of 
lymphatics and the coagulation of plasma in tissues 
distended by edema fluid. Phagocytosis does not 
play an important rdle in the reaction of fixation as 
the latter occurs before many leucocytes are present. 
Moreover, microscopic studies at this period fail to 
reveal any trace of the phagocyted material tested. 
Further substantiation of the mechanical nature of 
fixation is afforded by the fact that dyes or bacteria 
injected at the periphery of an inflamed area fail to 
enter it. Final substantiation is afforded by a chem- 
ical test. Concentrated urea in vitro tends to dissolve 
preformed fibrin and prevents the coagulation of 
blood. Therefore, when urea is injected simultane- 
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ously with an inflammatory irritant at the same 
site the reaction of fixation is inhibited and the 
lymphocytes are found unoccluded by thrombi. 
The speed with which an irritant (chemical or 
bacterial) causes fixation is an important index of 
its ability to disseminate into the circulating blood. 
When injected locally, the staphylococcus aureus 
causes fixation of dye and of itself in about an hour 
and the pneumococcus of Type 1 causes it in six 
hours, whereas the streptococcus hemolyticus re- 
quires almost two days to cause fixation. Therefore, 
the staphylococcus, which is fixed most rapidly, is 
the least invasive of these three organisms and the 
streptococcus, which is fixed most slowly, is the 
most invasive. The reaction of fixation, by circum- 
scribing the irritant in the earliest phase of the acute 
inflammatory reaction, plays a definite réle in im- 
munity as it protects the body at the expense of 
local injury. The reason for the disastrous effects 
of untimely surgical interference with such an effec- 
tive inflammatory barrier is therefore obvious. 
ARTHUR S. W. Tovurorr, M.D. 
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